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AGENT 


feasures up in every way 
the quaternary af choice 


The sanitizing 

monium compoun 

public health officials that little eould be said 

about them that you do not know. Almost 
everybody in public health work has added 

the “quats” to his armamentarium in the 

war on disease. 


The question then is, “Which ‘quat’?” Which 
one can I depend on to do the job expected 
of it every time? 


Roccal, the original quaternary ammonium 
germicide, is always uniform in quality be- 
cause it is made under the most rigid con- 
trols. Every batch must pass the compre- 
hensive laboratory tests of one of the world’s 
leading pharmaceutical manufacturers. You 
can depend on Rocca! to 

doa sanitizing job 

e 


GENUINE ROCCAL 


Subsidiary of Sterling Drug Inc. 
1450 Broadway, New York 18, N.Y, 
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A Sign of Good Health 


Another sign of good health 
are these new Macmillan books 
to help keep you abreast of 
the latest advances in your field 


RELIABLE ADVERTISEMENTS 


Original 
U. S. Public 
Health 


PREVENTIVE MEDICINE and 
PUBLIC HEALTH, 2nd edition 
by Wilson G. Smillie, M.D. 


You, in Public Health, know the importance of incorporating 
preventive techniques in your daily work. In this new edition, 
Dr. Smillie presents his well accepted theories and philosophies 
on the practice of preventive medicine and the techniques of pub- 
lic health. Every aspect of preventive medicine has been examined 
critically so as to assure the elimination of outmoded procedures 
and practices. All the latest measures undertaken for maternal, 
child, school, and community health are fully discussed. The 


practical, down-to-earth information you need to know about the 
preventive aspects of mental hygiene, malnutrition, alcoholism, 
peptic ulcer, heart disease, cancer, and many other illnesses are 
compiled here. All are discussed from YOUR point of view. PRICE $7.50 


ADMINISTRATION and the 
NURSING SERVICES 
by Herman Finer, D.Sc. 


Here is a splendid guide for YOU — who are vitally concerned 
with administration. This work covers not the philosophy and 
principles of administration, but it analyzes nursing services in 
all types of hospitals and communities. You will find fully dis. 
cussed the kinds of courses necessary for the training of well- 
prepared personnel administrators for the future. 

The book was founded on the author's research at the Kellogg 
Foundation Seminar and his personal administrative experience 
over the past quarter-century. It will be an excellent measure 

PRICE $4.00 for the profession toward coordinating administration and the 


social sciences with nursing service. 


Order Now from your Bookstore or 


60 FIFTH AVENUE NEW YORK 11, N. Y. 
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protect them this way... 


for a penny a day 


Complete and adequate protection against 


A and D deficiencies—provided by time-proved ie 


| #éczes | COD LIVER OIL CONCENTRATE LIQUID® 


—at a cost of about a penny a day; extremely 


‘ palatable. 


— White’s Cod Liver Oil Concentrate Tablets *— 
Bu the new, improved taste is so pleasant that 


children like to chew them; low in cost. 


White Laboratories, Inc., 


Kenilworth, N. J. 


*Each drop of Liquid and each Tablet provides the 
antirachitic potency of one teaspoonful of cod liver oil. 
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For All These 
Nutritional Benefits... 


edible portion in those cases where the original dete referred 


of Fiavanones in Citrus Fruits, 


Eat An Orange...Whole... EVERY DAY 
Good For You and Your Patients, too 


America’s nationwide habit of a glass of orange juice at break- 
fast is well founded nutritionwise. Orange juice remains the 
most practical and pleasant way of insuring an adequate daily 
intake of vitamin C. However, valuable nutrient factors of the 
whole fruit are left behind when the juice is extracted. 

The table shown above delineates the nutritional contribu- 
tion of the whole fruit, properly peeled so as to retain what 
naturally clings of the albedo, the white inner peel. Virtually 
every essential in human nutrition is represented. 

Noteworthy is the whole fruit’s content of protopectins, 
which are found principally in the albedo, the membranes 
enclosing the juice sacs and segments, and the fibrovascular 


J bundles. These nonnutritive complex carbohydrates, con- 
California navel oranges, verted to pectin in the stomach, enhance many physiologic 
wien, mechanisms. Through their colloidal, chemical and antibac- 
the world’s finest eating desicab’ sentinel 

te terial properties, they help to maintain a desirable intestina 
Saver end vitamins. environment,’to promote better absorption of vitamins and 
to peel, slice and section. minerals, and to effect more normal evacuation. 


Sunkist Growers Los Angeles 54, California 


Sunkist 
Cranges 


eee 
proximate Typical Analyses of Edible Portion and Juice of Californie Oranges. 
Strained Fresh Fruit, Strained ; 
Constituents juice Constitvents peeled Juice 
Colories 46 “6 noutol 700.0 mg. 200.0 mg. 4 
Protein (including free | Biotin 0.004 mg.| 0.002 mg. 
amino acics®)!,4 1.0 Gm. 0.9 Gm. Folic acid 0.004 mg. 0.002 mg. 4 
fot 03Gm. | 0.2Gm |] Ascorbic {vitomin C) 0.0m. | 57.0 
Dextrose ond Levulose 40Ge. | Mevencide (vitomin | 
meas 4.0 Gm. 4.6 Gm. Minerals (total ash) 0.5 Gm. 0.4 Gm 
Protopectins and Pectin | 0.1Gm Cokie 50.0 mg. | 11.6 mg. 
Citri Phosphorus 30.0 mg. 20.0 mg. & 
itric acid 1.0 Gm. 1.0 Gm. wen 1.0 mg. 0.25 mg. 3 
Molic acid 0.1Gm. | 0.1 Gm Sodien 9.0 mg. 6.0 mg. q 
Corotenes (pro-vitamin A) 1.0 mg. 0.16 mg. Potassium 150.0 mg. | 170.0 mg. a 
Thiamine (vitamin B,) 0.2 mg. 0.086 mg. Magnesium 10.0 mg. 13.0 mg. ‘ 
Riboflavin 0.1 mg. 0.032 mg. Suttur 10.0 mg. 8.0 mg. 4 
Niacin 0.5 mg. 0.24 mg. Chlorine 6.0 mg. 6.0 mg. 4 
Pantothenic acid 0.5 mg. 0.21 mg. Alkalinity of ash, expressed : 
Pyridoxine 0.2 mg. 0°08 mg. os K,CO, 0.3 Gm. 0.3 Gm. 
Eysteine, serine, profine, and glutamic, esparticond gommo- All others from figures taken from the literature ond dete 
aminobutyric acids. Glutathione is cho present. compiled by Research Deportment, Sunkist Growers. From 
Gaderwood, J.C., and Rockiar:d,L B.: Food Research, in press. known tise distribution figures, oppropricte edjusiments 
Miner Laboratories, Chicago, Minols (1952) heen mode to reflect the composition of the entire 
Bee 
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Where Suction 


* in duodenal drainage 

* in gastric lavage 

* in fistula drainage 

* in blood procurement 

* in abdominal decompression 

* in all continuous mild drain- 
age 


for full details! 


SsUMVD: 


MUST Be 


he mild, intermittent suction of GOMCO THER- Gomco No. 765-A 
4 MOTIC PUMPS is gentle to the most delicate tis- { = Ripe 
! sues. Suction may be set for 90 or 120 mm., and it 2465685 


WILL NOT VARY. No moving parts to make noise 
or wear out. Unit No. 765-A, shown, has AERO- 
VENT Valve for automatic overflow protection. Unit 
No. 765, without AEROVENT, but otherwise identi- 
cal. is also available through your dealer—ask him 


SURGICAL SUMUD. Corp. 


834H E. FERRY STREET BUFFALO 11 
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RELIABLE ADVERTISEMENTS 


more effective 


tinea capifis 
“More effective in ringworm 
of the scalp than any other 
topical agent.” 


tinea pedis 
In “athlete's foot” a 
combined cured and improved 
rate of 95% has been obtained.’ 


Also indicated in. 
tinea corporis 
tinea cruris 
tinea versicolor “broad antifungal spectrum 
tinea of the nails i 


-.good cutaneous tolerance.”” 
Nw! 


Asterol 


59 tinet 


1. Stritzler, C.; Fishman, 1. M., and Laurens, S.: 
Transactions New York Acad. Se., 13:31, Nav., 1950. 


BOFFMANN-LA ROCHE INC + ROCHE PARK + NUTLEY 10+NEW JERSEY 
ASTEROL DINYDROCHLORIDE “ROCHE'——BRAND OF DIAMTHATOLE DINYDROCHLORIDE 
(pDIETHYLAMING 
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DOES MAN-SIZED 
FLUORIDATION JOB! 


This little %Proportioneers% “package” handles 
the complete fluoridation job for a town* of 12,000 
people. Feeding a constant strength slurry of 
sodium silico-fluoride into the pumped supply, the 
%Proportioneers% system assures economical, safe 
fluoridation with minimum attention and main- 
tenance. 

Simplicity is the keynote! The filvoride slurry is fed by %Proportioneers% 
Midget Heavy Duty Chior-O-Feeder . . . a low cost unit that’s both easy to 
install and easy to operate. The concentrated slurry is fed into a bypass 
where it is diluted, mixed, and conveyed to the main line which feeds the 
elevated storage tank. Because this is a positive displacement pump, over- 
fluoridation is a physical impossibility. In case of mechanical failure, no 
condition can cause fluoridation in excess of the norm specified by the state 
board of health. 

This system involves simple electrical hook-ups . . . a@ cross-connection 
between chemical feeder and main water pump plus a time delay circuit 
which starts the recirculating pump ond agitator three minutes ahead of 
the feeder motor. 


%Proportioneers, Inc.% offers many “pack- 
aged” systems for high accuracy, low cost 
fluoridation. Write for Bulletins SAN-9 and 
SM 9363-2. %Proportioneers, Inc.%, 506 
Harris Ave., Providence 1, Rhode Island. 


*Name of town on request. 


7% PROPORTIONEERS, INC. % (FP) 


Representatives in principal cities of the United Stetes, 
Caneda, Mexico, and other foreign countries 
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RELIABLE ADVERTISEMENTS 


Public Health 
is in His Hands! 


Providing clean, safe fountain service is a cheerfully 
accepted responsibility of fountain operators who use 
Dixie Cups! 


They know Dixie Cups provide a strong safeguard for 
sanitary service, because each individual Dixie Cup is 
used but once . . . never touches an- 

other person’s lips . . . is made to meet 

the most rigid health standards. 


They know too, that fountain traffic in- 
creases when customers have an assur- 
ance of safe service—and—there is no 
more familiar sign of safe drinking 
than the world-famous DIXIE name 
on the cup! 


SANITARY DIXIE 

CUP DISPENSERS 
Allow drink to be served with- 
out hands ever touching cup. 
Cartons unload directly into 
the dispenser. Polished stain- 
less-steel protects Dixie Cups 
from dust and dirt . . . is easy 
to clean, keep clean. 


“pisie” ie @ veg 
istered trade mark 


DIXIE CUP COMPANY 


Easton, Pa., Chicago, Ill., Darlington, S. C., Ft. Smith, Ark., Anaheim, Cal., Brampton, Ontario, Canada 
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When clipper ships 
\ plied the trade lanes 


\ 

y probably no more \ 

romantic period in America’s 

maritime history than the Clipper 

Ship era of the mid-nineteenth d 

century. These handsome, rakish —~>>—aEegwre 

vessels made the ensign of the aa 

a United States familiar in every quarter off the globe. 

i? Man’s desire for clipper-ship speed in the China tea trade 

and the rush to the newly discovered California gold fields 

were two of the reasons behind New England’s development 

of the clipper ships. One of the fastest clippers, the Flying 

Cloud, set a record in 1851 never beaten by any other sailing 

vessel—89 days from New York to San Francisco. Many 

others set records that took more than a quarter of a century 

for steam vessels to equal. 

It’s possible that bicarbonate of soda was carried in the 
lockers of many of these clippers for it was in this same 
period—the year 1846—that Church & Dwight first began 
their baking soda business. Our product, U.S.P. Bicarbonate 
of Soda is sold under two familiar brand names, Arm & 
Hammer Baking Soda and Cow Brand Baking Soda. 

Dentists have found no other dentifrice so useful in so 
many ways. Brushing the teeth with soda reduces L. acidoph- 
ilus count . . . Soda’s gentle action cleans teeth safely . . . 
does not harm enamel. Used as a gargle or rinse, soda 
assures mouth freshness. 


Children’s Storybooks. We have 

several interesting, illustrated story- 

books that are approved by leading 

educators and the Council on Dental : 
Health. May we send you a free supply 

for your waiting room? Just write to 

us at the address below. 


CHURCH & DWIGHT CO., INC. 


a 10 Cedar Street e New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 
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RELIABLE ADVERTISEMENTS 


Milk sealed with the 
Dacro P-38 Cap 


> is completely protected 


A 


from dairy to 
home... the safest 


money can buy! 


DACRO P-38 


Covers this of the 
Forms an air-tight seal! 


DACRO DIVISION « BALTIMORE 3, MD. 


When writing to Advertisers, say you saw it in the JournaL 
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CROWN CORK & SEAL Co. 


An important advance in wound therapy 


Aureomycin Dressing of Davis & Geck is an entirely new dressing for 
wounds such as burns, skin graft donor sites, abrasions, ulcers, surgical 
incisions and wherever a non-adherent dressing with antibiovic action is 


indicated. 


The prime objective in the treatment of wounds is early closure. Infec- 
tion in wounds delays healing. Systemic administration of antibiotics may 
not reach localized infections. Aureomycin Dressing provides, where it is 
needed, a high local concentration of wide-spectrum aureomycin, effective 
against both Gram-positive and Gram-negative organisms. 


} 
? 
5 
4 


Adva ntages: 


1. Broad-spectrum—Aureomycin Dressing 
concentrates locally the antibiotic which is 
now recognized as the most versatile yet dis- 
covered, with a wider range of activity 
against both Gram-positive and Gram-nega- 
tive organisms than any other known 
2. Prevents infection —Water absorbent 
ointment releases aureomycin suppressing 
growth of susceptible organisms already 
present and controlling spread of possible 
subsequent contamination. 
3. Non-adherent and non-macerating—Mini- 
mizes abrasion of healing wounds and 
avoids trapping of moisture conducive to 
bacterial growth. 
4. Promotes healing—It does not interfere 
with healing, as do many chemical antisep- 
tics. Where infection is controlled, healing 
is faster. 
5. Non-toxic — Reactions to Aureomycin 
Dressing have so far not been observed. 
6. Economical—Shorter period of disability 
means a saving in expense and hospital time. 
Aureomycin Dressing may be used wher- 
ever a non-adhering dressing with antibac- 
terial action is indicated. 


Also new Aureomycin Packing— 


* To pack abscess cavities 
(breast, perirectal, sup- 
purative adenitis) after 
incision and drainage. 
® To keep infected or con- 
taminated wounds , 
until infection is under control (empyema, 
acute cholecystitis, local peritonitis, osteo- 
myelitis, boils, paronychias, and traumatic 
wounds). 
® For hemostasis. 
In clinical trials a variety of infected lesions 
healed promptly after drainage and repeated 
packing. Traumatic wounds packed oj 
with Aureomycin Packing remained free 
from infection ard healed after delayed pri- 
mary closure. 
ackagi ng: Aureomycin Dressing is an 
8” x 12” gauze dressing of close mesh im- 
ted with 16 Gms. of 2% aureomycin 
ydrochloride ointment. In each dressing 
there are 320 mg. of crystalline aureomycin 
hydrochloride. 
Aureomycin. Packing is double selvage-edge 
Bruce, in %” x 24” and 1” x 36” strips. 


m of gauze is impregnated with 4 


Available through D@G's surgic ly dealers 


{ 


AMERICAN JOURNAL OF PUBLIC HEALTH 


THROUGH THE EYEPIECE 


oe (Crucial Points in Bacterial Control 
: of Canco Milk Containers) 


Sealed Canco milk containers are rigidly 
inspected as they emerge from the filtered 
air of the cooling chamber. Attendants 
then place them in dustproof containers for 
delivery to the dairy. 


Oneacknowledged advantage of the Canco Data accumulated over the years prove that 
milk containers is that the sealed containers  Canco containers are supplied to dairies in a 
are not opened until they reach the consumer, _ practically sterile condition. (1) 


except for a few seconds required to open, fill (1) The Journal of 
and reseal them mechanically at the dairy. the Texas Public Health Association, 2-50 


FLOW CHART 
Canco Paper Milk Container 


CHLORINATION 
ano ous mec cA 


our FORMING OF 
SEAMS 
CEMENTED 
AT HIGH 
TEMPERATURE 


destroyed in these two 
steps. All paper is 
checked for bacterial 
count before use at 
Canco factories.) 


CANCO 
BACTERIOLOGICAL 
CONTROL 


American Can Company 
NEW YORK + CHICAGO ° SAN FRANCISCO . HAMILTON, CANADA 
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RELIABLE ADVERTISEMENTS 


ON CALL 
TO SERVE YOU 


WALLACE & TIERNAN 
FLUORIDATORS 


Wallace & Tiernan is on call to give you 
the same complete service on fluoridators 
that it has given on other chemical! feed 
equipment for the past thirty-nine years. 
your community is consideri 
the addition of fluorides, W& 
Representatives are prepared to provide you 
with data on the types of chemicals 
which may be used, the selection of the 
point of application, the types of 
equipment available for feeding fluorides, 
and other aspects of fluoridation. 
After the decision to fluoridate has been 
made, W&T can provide accurate, 
dependable Fluoridators—especially 
designed for the exacting requirements of 
fluoridation. W&T’s nationwide, factory 
trained, service staff is prepared to give 
prompt service on all W&T Fluoridators to 
ensure the continuous operation 
of the fluoridation process. 
W&T is On Call to serve you—see your W&T 
Representative for additional information. 


New Series A-635 
Gravimetric Fluoridator 


WALLACE & TIERNAN 


COMPANY, INC. 
CHLORINE AND CHEMICAL CONTROL EQUIPMENT 
NEWARK 1, NEW JERSEY * REPRESENTED IN PRINCIPAL CITIES 
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Mede only by OVAL WOOD DISH conrorarion / TUPPER LAKE, N.Y. - Graybar Bidg., New York City 17 . 31 E. Congress St., Chicago 5 


Many Food Vendors 
Couldn't Operate without 
These Sanitary Single- 
Service Eating Utensils 


People want food, beverages, refreshments to be available 
wherever they may be and at all times. People are eating 
and drinking at drive-ins, roadside stands, fountains, 
lunch counters, ice cream bars, coffee urns, sandwich 
shops, and other such places situated in all kinds 

of environments everywhere. 

The nature and location of many such 
establishments prohibit the use of proper 
sanitizing equipment. In many instances, 
public health authority is compelled 
to close such places to protect 
the public. 

ese food vending enterprises 
become both sanitary and profitable 
when they serve their specialties 
with OWD Ritespoon and OWD 
Ritefork. No other single-service 
eating utensils can be served with 
such a wide variety of foods. 
None other has an equal 
measure of public acceptance. 
Let us send you samples. 


The only single service spoon made of 
selected northern hardwood with the 
true shape and full bow! capacity of 
metal ware. Strong, rigid, tasteless, 
odorless, smooth, perfect in shape and 
finish. Four sizes meeting every food 
service need, and OWD Ritefork. In 
bulk cartons and cellophane over- 


wrapped 10 cent packages. 


THE OVAL WOOD DISH CO. OF CANADA LTB., industrial Center No 5, Quedec PQ 
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RELIABLE ADVERTISEMENTS 


The Fisher CLINICAL Electrophotometer is a colorimetric instrument for the rapid and 
accurate quantitative determination of constituents of biological fluids. It is the essential 
instrument for chemical and biochemical colorimetric analyses. 


This brand new instrument was developed around the successful background of the Fisher 
Electrophotometer, the widely accepted instrument for colorimetry in the chemical field. 


It is line-operated (no batteries required) and uses a balanced 
circuit which compensates for line voltage fluctuations and 
other variables. 

It is extremely versatile and very simple and convenient to 
operate. A very complete manual is included with the CLINICAL 
Electrophotometer which provides easy-to-follow instructions 
for operation of the instrument, a wide variety of methods, and 
lists of solutions and apparatus required for each method 
described, 


WRITE FOR THIS FREE BOOKLET—> 


Complete stocks of leborotory instruments, apporotus, reagent chemicals, ond furniture of PITTS- 
ow 717 Forbes St., (19) —NEW YORK, 635 Greenwich St., (14)—ST. LOUIS, 2850 S. Jefferson 
Ave., (18)}—WASHINGTON, 7722 Woodbury Drive, Silver Spring, Md.—MONTREAL, 904 St. Jomes, 
Conode—TORONTO, 245 Carlow Ave., (8), P.O. Conodo. Write for complete information. 


FISHER SCIENTIFIC 


Americo's Largest Distributor of Lob y Appli d Reagent Chemicals 
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reagent for the reagent for the serologic detection of syphilis detection of syphilis 


VDRL-SYLVANA is available for slide and tube flocculation 
tests and spinal fluid tests as standardized for use —s 
to the technics developed by the Venereal Disease 
Laboratory of the United States Public Health Service. 
A. Harris, A. A. Rosenberg and L. M. Riedel, J. Ven. Dis. Inform. 
27, 169, (1946). 


Manual of Sero Tests for Syphilis, Supplement No. 22 to 
J. Ven, Dis. Serologic Tests 


VDRL-SYLVANA is evaluated in parallel with standard anti- 
gen from the Venereal Disease Research Laboratory. 


Cardiolipin and Lecithin used in the formulation of VDRL- 
SYLVANA are produced according to the methods developed 
by Dr. Mary C. Pangborn of the Division of Laboratories and 
Research of the New York State Department of Health. 


Sylvana 


SYLVANA CHEMICAL COMPANY e ORANGE, NEW JERSEY 


Producers of reagents for Hinton, Kolmer, Mazzini, Rein-Bossak, U. S. Army Army Microflocculation and Complement- 
fixation technics. Cardiolipin is produced under license from the New York State Department of Health 


| 
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It’s not just a name... the 

B-D DISPOSABLE BLOOD DONOR SET 

is inexpensive enough to be used once and 

discarded. No cleaning, no sterilizing, no reassembling, 

no danger of pyrogens. .. and it offers six important advantages: 


1 Needles and tubing have same inside diameter, permitting 
unobstructed flow of blood at steady rate in a vein-like 
environment, minimizing turbulence. 


2 Smaller intravenous needle for greater comfort to donor. 


3 A new, sharp needle is used for each donation ...no needle 
is used a second time. 


4 System is self-regulating, requires no control mechanism to 
govern flow of blood. 


5 Smaller stopper-puncturing needle minimizes plug cutting 
of rubber. 


6 Unique holder-clamp not only provides shut-off for tubing, 
but also makes possible two-hand, counter-balanced method 
of inserting and withdrawing stopper-puncturing needle. 


The B-D DISPOSABLE BLOOD DONOR SET is supplied 
sterilized, pyrogen-free, ready for use, individually packaged, 
in cartons of 50 sets with 2 holder-clamps per carton. 


Becton, Dickinson AND ComPANy 
RUTHERFORD, NEW JERSEY 
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PREVENTION OF SKIN EXCORIATIONS 


DUE TO URINARY INCONTINENCE 


without fear of boric acids cumulative 
toxicity by transcutaneous absorption 


Boric acid’s toxicity, by cumulative transcu- 
taneous absorption frequently resulting in death, 
has brought decided disfavor to this once re- 
spected 


Boric acid solutions greater than 2%, formed 
with commercial borated dusting powders in the 
presence of meisture, may be detrimental to 
natural phagocytic protection.’ 


An alarming series of unfavorable reports 
on boric acid has led the U. S. Armed Forces to 
suggest that use of boric acid is unreasonable, 
when an effective, non-toxic alternate is avail- 
able.*-” 


BORIC ACID POISONINGS 

1. Ross, C. A.: A. J. Surg. 60:386, 1943 

2. Watson, E. H.: J.A.M.A. 129:332, 1945 

3. Abramson, H.: Pediatrics 4:719. 1949 

4. McNally, W. D.: Medical Record 160:284, 1947 
5. Pfeiffer, C. C.: J.A.M.A. 128:266, 1945 

6. Brooke, C.; Am. J. Dis. Child. 62:465, 1951 

7. Novak, M.: J. A. Ph. A. Se. Ed. XL:428, 1951 


U. S. ARMED FORCES FIND 
8. Camarata, 8. J.: U. 8. Armed Forces Med J. 2:3, 1951 


Diaparene Chloride is a safe deodorant-anti- 
septic that remains antiseptic even in the pres- 
ence of proteinaceous matter. Tabletized to make 
solutions for wet or dry dressings, or impregna- 
tion of breech cloths, draw sheets, bed linens. 
Also available as an ointment and dusting pow- 
der. May be used liberally on bed sores and 
urinary excoriations, without fear of boric acid’s 
cumulative toxicity. 


W rite Today for professional instruction sheets 
on “HOW TO NURSE THE BEDRIDDEN 
AND AMBULATORY INCONTINENT.” Kind- 
ly state quantity of sheets desired. 


9. Kunkel, A. M.: U. 8. Army Chemical Center, Med. Div. Special 
Report No. 2, 1950 


SAFETY, EFFECTIVENESS OF DIAPARENE CHLORIDE 
10. Benson, R. A.: J. Ped. 31:4, 1947 

11. Ibid. J. Ped. 34:1, 1949 

12. Nagamatsu, G.: Geriatrics 4:5, 1949 

13. Niedelman, M. L.: J. Ped. 37:762. 1950 

14. Latlief. M. A.: J. Ped. 39:730, 1951 

15. Silverstein. M. E.: Am. J. Nursing 52:63, 1952 

16. Fanchon, J.: J. Am. Pharm. Assn. 37:272, 1948 


vert. PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORP. 380 SECOND AVENUE, NEW YORK 10, 
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RELIABLE ADVERTISEMENTS 


WE THANK YOU FOR THE INTEREST YOU DISPLAYED IN 


GEROVACL 


AT THE 80TH ANNUAL MEETING OF THE AMERICAN PUBLIC HEALTH 
ASSOCIATION HELD IN THE CLEVELAND PUBLIC AUDITORIUM IN OCTOBER 


AUTOMATIC 
CONTINUOUS 
NOISELESS 
ODORLESS 
STAINLESS 


INSECT 
CONTROL 


American Aerovap, Inc. is indeed grateful for having had the opportunity of participating 
in the APHA meeting and discussing our insect control system in detail with over 200 
health officials, representing 34 states, as well as with numerous military personnel engaged 
in health work. 


It is apparent to us that there is a general appreciation for, and knowledge of, the exten- 
sive research conducted by American Aerovap, Inc. in connection with its patented method 
for automatically and continuously killing insects indoors by controlled vaporization of lindane. 
Without exception, health officials across the country agree with the stand long taken by 
us, that locally enforced ordinances and regulations are essential to eliminate the widespread 
abuses of irresponsible imitators of the patented Aerovap Process. 


The United States Interdepartmental Committee on Pest Control has just released a new 
and timely statement of recommendations on the use of thermal generators (Insecticidal 
Vaporizers). It is dated October 22, 1952 and supersedes their original release of Septem- 
ber 21, 1951. The demonstration that food contamination does not exist when properly 
designed and operated vaporizers are installed in food handling establishments is a new 
suggested requirement. The Aerovap instrument complies with this recommendation as 
demonstrated in our food exposure report dated August 15, 1952. This report, previously 
given wide distribution to Health Commissions and Agencies, covers a variety of foodstuffs 
exposed to Aerovap vapors for prolonged periods of time and gives evidence that in the 
usual restaurant and grocery installations no contamination hazardous to health will occur 
° when Aerovaps are installed in accordance with our instructions and the recommendations of 
the Interdepartmental Committee. 


Mailing of technical data on our Aerovap System has already been com- 
pleted in fulfillment of the many requests from visitors to our booth. A 
copy of the ICPC’s new statement will be gladly sent you on written 
request as will other pertinent data on the Aerovap System (Mechanical, 
Entomological and Toxicological). 


AMERICAN AEROVAP, INC. 170 WEST 74th ST. NEW YORK, 23 
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CHLORINATION BY W&T 


TO BETTER 
SEWAGE PLANT PERFORMANCE 


Chlorination keeps the sewage fresh 
and ensures continuance of proper settling 
in primary basin or Imhoff Tank. 
TRICKLING FILTERS — Chlorine ahead of tricking filters 
on a programmed basis prevents septic odors and ponding 
— thus permitting biological oxidation to proceed normally. 
ACTIVATED SLUDGE UNITS — Chlorination of the return 
activated sludge prevents bulking—and permits the ac- 
tivated sludge units to perform at maximum capacity. 
Join the hundreds of sewage plants that are main- 
taining top performance of their treatment pro- 
cesses with chlorination — dependable, accu- 
rate chlorination by 


WALLACE & TIERNAN 


COMPANY, INC. 
CHLORINE AND CHEMICAL CONTROL EQUIPMENT 
WEWARK |, NEW JERSEY REPRESENTED 
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The Health Officer's Job— 


Sense and Nonsense* 


Number 12 


BERWYN F. MATTISON, M.D., M.P.H., F.A.P.H.A. 


EVOLUTION OF HEALTH OFFICER'S 
FUNCTIONS 

and community lead- 

ers for many centuries have fought 
disease in the group as well as in the 
individual. First, it was through their 
incomplete and faulty knowledge of dis- 
ease patterns, attempting to link the 
occurrence of aggregates of disease to 
environmental factors or to supernatural 
phenomena—with consequent implica- 
tions for avoidance by removal or propi- 
tiation. Later came the more organized 
control of epidemic disease through port 
quarantine and isolation areas for pa- 
tients regarded as chronically infectious. 
There were all kinds of attempts to 
stamp out the contagium animatum 
which were mostly doomed to failure 
until the latter part of the nineteenth 
century when the pathogens began to be 
identified, their characteristics studied, 
and their vulnerable points ascertained. 


* Presented before the Health Officers Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 21, 1952. 


Commissioner of Health, Erie County Department of Health, Buffalo, N. Y. 
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The very theory of contagionism was 
pretty much discredited by leading 
medical authorities in this country as 
late as the middle 1800's. 

But during the latter half of the last 
century, three principal forces joined to 
determine the role of the early health 
officer: urban population concentrations, 
stimulated by industrialization and truly 
world-wide commerce, became distress- 
ingly dense; epidemic disease, particu- 
larly in those urban areas, achieved new 
heights of death and disability; and the 
new science of bacteriology gave the 
world a rational basis for the control 
of many epidemic ills. 

Seizing on this latter development like 
a reformed drunkard, the medical pro- 
fession which had only recently ad- 
vanced such cogent proofs as to the 
absurdity of contagion, modestly has- 
tened to admit that the conquest of 
these century-old plagues was within 
their grasp. Taking them at their word, 
city after city, and later state after state, 
set up boards of health with medical 
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officers charged with this high mission. 
As epidemic diseases were the para- 
mount problem of the times and as it 
was being demonstrated that sanitation 
could control many of them, the health 
officer (as we know him) was first con- 
cerned with the application of sanitary 
measures—together with quarantine— 
to control epidemics. 

Meanwhile a parallel concern had 
been developing, again especially in ur- 
ban communities, in regard to the 
counting of various vital happenings— 
births, deaths, marriages, illnesses, etc. 
With the appearance of organized health 
agencies in communities this third func- 
tion fell naturally to the health officer. 

Because of the bacteriological basis 
for much of the development, it is ob- 
vious that public health laboratories had 
to go hand-in-hand with communicable 
disease control, sanitation, and vital 
statistics. A few decades later the still 
unchecked ravages of disease among 
infants, mothers, and children dictated a 
fifth area of activity. Maternal, infant, 
and child health services began to be 
developed and we had the principal com- 
ponents of our health officers’ program, 
1920 model. Note well that each of 
these responsibilities of the early health 
officer grew out of the health needs of 
his time. 


PRESENT NEEDS 

Now, as we all know, a different dis- 
ease pattern exists. Most serious com- 
municable diseases have been whittled 
down to the vanishing point, even during 
infancy. Venereal disease has fallen 
off rapidly and even the eradication of 
tuberculosis seems to be in sight. But, 
we also have a different population, a 
fast aging one, subject more than ever 
before to the chronic and degenerative 
diseases. Our current health problems 
of paramount importance are accidents, 
cardiovascular diseases, cancer, diabetes, 
and the degenerative conditions associ- 
ated with old age. 


oF PusLic HEALTH Dec., 1952 


With these new conditions existing we 
must reorient ovr thinking. I should 
like to present for consideration four ap- 
proaches to a solution of our newer 
needs: 

First, Definition of Our Field—As 1 
have indicated previously, a few decades 
ago our field was defined. Both health 
officers themselves and the community 
knew what we were supposed to do: 
stop epidemic disease through either 
sanitation or immunization. Now that 
delineation no longer suffices. Yet, 
whether we like it or not, many people 
are still conditioned by their own varia- 
tion of that old definition. In their 
interpretation, sanitation has indeed 
fallen to a low estate! No longer 
bothered by typhoid or cholera or milk- 
borne streptococcal disease, they take 
those functions of environmental sani- 
tation for granted; but being annoyed 
by untidy garbage disposal, by rat in- 
festation (even in the absence of rat- 
borne disease), mislabeling of meat, or 
by the untidy habits of the pigeons, they 
turn to the health officer for help. 

Therefore, if we do not redefine our 
field in terms of current observed health 
needs as they relate to the population 
characteristics in our area, it will be 
done for us and not necessarily on so 
sound a basis. More field studies are 
needed to establish quantitative rela- 
tionships between disease and social 
factors such as age, race, sex, occupa- 
tion, and economic status. These factors 
and their impact on community disease 
patterns are our counterparts of the 
clinicians’ measurement of pulse, blood 
pressure, basal metabolic rate, etc., in 
the individual. They, and their relation- 
ship to disease and health deserve more 
attention than we have afforded them. 
Much of the base data are at hand, but 
have not been used. As a result of these 
socioeconomic analyses another field of 
our responsibility needing definition is 
clarified, namely, the medical care pro- 
vided to limited categories of patients 
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either to protect the rest of the commu- 
nity from the spread of a communicable 
disease (as in TB hospitalization) or to 
prevent crippling which might result in 
the patient later becoming a state charge 
or failing to contribute his best to the 
community (as in our crippled children’s 
program). 

There is a related problem: Not only 
do we need to state clearly what we re- 
gard as our proper responsibilities—but 
also we need to describe what tools and 
technics we propose to use. Everyone 
knows who the clinician deals with—sick 
people, of course. Almost everyone 
knows something of his tools—the drug 
companies have seen to that; the “mira- 
cle drugs,” surgery, even psychother- 
apy—these are known and accepted by 
the man on the street. We have re- 
sources just as specific to prevent group 
illnesses. 

Our community-wide barriers against 
disease, applying to large groups rather 
than only to individuals and not possible 
except through organized action, are: 
physical—filtration of water, pasteuri- 
zation of milk, improved housing, and 
air pollution control; physiological— 
widespread immunization programs, bet- 
ter nutrition, and fluoridation of water 
supplies; epidemiological — isolation, 
quarantine, vector eradication, and early 
case control; and educational—accident 
prevention, heart disease, and cancer in- 
formation leading to prevention or early 
recognition, and promotion of health 
habits leading to a higher level of total 
physical, emotional, and mental effi- 
ciency. Thus, redefinition would mean 
clarifying today’s health problems; our 
technics for attacking them, and our 
effectiveness in that attack. The latter 
point, difficult though it may seem, 
might be eventually reached if we had 
comparable standards for analyzing our 
service records. Perhaps the Committee 
on Administrative Practice might again 
turn its attention to developing such 
service record definitions. 
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Second, More Health Education—l 
know that we, as administrators, give 
lip-service to this field. We even employ 
health educators. But we too frequently 
fail to realize that health education to- 
day stands in the same relation to the 
control of today’s major health hazards 
as did sanitation and isolation to the 
control of yesterday’s problems. 

It is not a matter of public relations, 
except to that limited extent needed to 
create attitudes of acceptance for the 
information and action-motivation we 
should be prepared to supply. It és a 
matter of utilizing modern philosophies 
and technics developed by the educator 
to attack health hazards which cannot 
be stopped by building a plant or giving 
a “shot,” but which can be curtailed by 
securing widespread understanding and 
individual action. This action may be 
“evasive,” as for example, accident pre- 
vention, or “positive,” as in weight re- 
duction; or it may be a “holding” action 
as in early recognition of chronic disease 
and seeking of medical care, not to 
eliminate past damage, but to minimize 
future progression. But, in any event, 
the action must be preceded by knowl- 
edge and by the will to act on that 
knowledge. 

This is not new. The voluntary health 
agencies and the insurance companies 
have both recognized the value of edu- 
cation in our field a little faster than we 
have. Perhaps this was good, for they 
have shown us the way before. However, 
this now constitutes a major technic for 
disease control the use and direction of 
which we can no longer shirk. Examine 
your own budget for the relation be- 
tween dollars spent in health education 
(by all the staff) and dollars spent for 
sanitation, for immunization, for labora- 
tory bervices—and see if you have as 
far to go as I do! 

There is more to it than publication 
of departmental reports, provision of in- 
service training, and distribution of an 
imposing array of health literature. 


: 
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There is more to it than “group dynam- 
ics” and the “structured” or “unstruc- 
tured” conference. These are but 
technics, means to an end. That end 
should be community-wide dissemina- 
tion of information, together with moti- 
vation to act on it. This is not a minor 
part of our program to be delegated to 
a staff officer. It is something which we 
must understand, direct, evaluate, and 
take full responsibility for, whether it 
fails or succeeds. 

Third, Leadership in Community 
Health Activities—Let us be practical 
about this from the start: This cannot 
be achieved between 9 and 5 on a 35- 
hour week. It means meetings at all 
hours of the day and night with all types 
of groups, voluntary health organiza- 
tions, service clubs, civic groups, citizen- 
ship building movements (the Boy 
Scouts, YMCA and YWCA), and so on. 
It means sacrificing our time, just as 
other civic-minded men do, for any 
community project which has health 
overtones. It means working within 
such groups not just tolerating them. 

Now the acceptance of this broader 
role of participation in community af- 
fairs rests on several premises: That the 
definition of our field can best be pre- 
sented to the leaders of our town, city, 
county, or state in person (and in prac- 
tice); that the health education we have 
talked about needs to be “sold” to com- 
munity leaders exactly as sanitation 
was a few decades ago; that we do not 
believe that official health agencies are 
or should constitute the be-a)l and end- 
all of community health, but that co- 
ordinated efforts by a variety of inter- 
ested, intelligently directed lay groups 
is desirable and to be encouraged; and 
finally that we recognize we are living in 
a day when interrelations between 
groups of people may actually create 
major problems unless those interrela- 
tionships are continually appreciated 
and taken into consideration. 

The willingness to take part in any 
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activity where health is concerned, even 
if it cuts across jurisdictional lines (e.g., 
mental hygiene, housing), need not be 
confused with publicity seeking or over- 
assertiveness. It is amazing how many 
times the “health angle” is sought out, 
if the health officer is on the spot to be 
asked. It is gratifying how frequently 
that aspect of a community problem is 
willingly included in planning if some- 
one is on hand to make a few practical 
and constructive suggestions. However, 
the best trained health officer is of little 
value to his locality if his specialized 
skills are not readily available. I realize 
that my prescription of more extensive 
group participation is a bitter dose to 
swallow—I do not enjoy most meetings 
either, but they seem to be the only way 
we have today of meeting the pyramid- 
ing need for interdisciplinary communi- 
cation. 

In passing, I should like to plead for 
an end to the “ex officio” attitude that 
we are tempted to take in our relation- 
ships to other health groups. Participa- 
tion should be on a personal basis rather 
than only as a (required) representative 
of an official agency whose acceptance 
by that group may or may not be com- 
plete. 

One of the ways in which the health 
officer can provide leadership in local 
health activities is by actively working 
for health councils or health committees 
in councils of social agencies. Perhaps, 
with our help, these new groups can be- 
come useful organs for coérdination of 
health efforts rather than simply one 
more service agency in our field. 

Another time-consuming but reward- 
ing extracurricular activity is teach- 
ing: both at the professional level 
(medical, nursing, teacher training) 
and at secondary and elementary school 
levels we have a clean-cut responsibility 
for seeing that the field of community 
disease and public health is well pre- 
sented. 

Finally, we should keep in mind the 


5 
i= 
—— 


Vol. 42 


statement of Stogdill that, “Leadership 
is not a matter of passive status, or of 
the mere possession of some combination 
of traits. It appears rather to be a work- 
ing relationship among members of a 
group, in which the leader acquires 
status through active participation and 
demonstration of his capacity for carry- 
ing coéperative tasks through to com- 
pletion.” 

Fourth, Administrative Analysis— 
We gre all experiencing today a tighten- 
ing of financial reins and a more 
searching inquiry into the yields to be 
expected from various public health 
expenditures. Perhaps we might say 
that now we must apply epidemiology to 
our budgets. In discussing the three 
preceding points, definition of our field, 
more health education, and greater par- 
ticipation in community leadership, 
there have been implications of the need 
for change in time allocations and in 
fund allocations. To accomplish this, 
we must, the same as the businessman, 
be prepared to break down our current 
expenditures in terms of specific services 
and the needs for those services in our 
particular community. Such an analysis 
entails first of all the proper bookkeep- 
ing technics, to allocate expenditures ac- 
cording to type of service given. We 
do this in our own department, but on 
a basis which probably is not compara- 
ble with another department’s figures in 
these United States. More effort should 
go into devising recommendations for 
standard budgetary and fiscal record 
practices. Secondly, it involves what 
Dr. John A. Ryle has called the “social 
post-mortem examination” referring to 
the statistical methods and technics used 
to describe the impact of disease on a 
population. By combining these two 
facets of our administrative responsi- 
bilities, we should be better able not 
only to justify our current activities but 
to prognosticate changes in emphasis 
for the future. 

In this field of administrative analysis 
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one of the most difficult and yet most 
intriguing problems is that of learning 
more about the groups we serve. We 
have fallen into the trap which long ago 
snared the clinician: an overemphasis 
on the numerators of our morbidity and 
mortality figures, and a loss of critical 
information about our denominators— 
the total population that we serve. If 
we could know more about the well 
people as well as the ill in our localities, 
it is possible that we might ultimately 
better understand the reasons for devia- 
tion from the healthy norm. It is fre- 
quently too late for us to be of maxi- 
mum help when children with behavior 
problems already established come to 
our attention at well child conferences 
or in the school health service. Had we 
known more about the family social and 
environmental factors surrounding that 
child prior to his difficulty, perhaps we 
could have done some real preventive 
mental hygiene. 

I mention this only as an example of 
the necessity to remain ever conscious of 
the relatedness of our social milieu to 
health as well as to disease. To evaluate 
that kind of consideration on a budg- 
etary or service basis seems impossible 
to us, yet time must be allowed ‘for such 
studies and proper weight given to them. 


SUMMARY 

As in other forms of community ex- 
pression, public health activities should 
follow the needs of the time. It is up 
to us as health officers to redefine our 
place. To do so on the basis of our own 
observation of current health conditions 
would mean less emphasis on commu- 
nicable disease control, implying a 
“maintenance level” only for isolation 
and immunization activities, for sanita- 
tion, for child hygiene, and for field’ 
laboratory service. The laboratory is 
still one of our frontiers for research in 
development of new control technics. It 
is not at the present moment in the key 
position it was when diphtheria, typhoid, 
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pneumonia, and the venereal diseases 
were outstanding health problems. It 
would mean more emphasis on positive 
programs to lessen deaths and disability 
from accidents, heart disease, cancer, 
diabetes, and the degenerative diseases 
of the elderly. 

Redefinition would also entail a spell- 
ing out of our four types of disease 
barriers—physical, physiological, epi- 
demiological, and educational—which 
the health officer uses to fight disease in 
the aggregate. This will result in better 
understanding and acceptance of our 
role in relation to that of the clinician 
who deals, using better known tools, 
with disease in the individual. 

More emphasis is needed on health 
education which should be taking its 
rightful place with older public health 
technics in our programs, and a greater 
willingness is needed for wide participa- 
tion by the health officer in community 
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affairs, not just as an official but as an 
individual with special contributions to 
make in many fields. 

A continuing effort must be made by 
public health administrators to develop 
comparable standards for community 
analysis and for service record analysis 
so that we can compare notes from one 
area to another on a sound basis and 
so that we can eventually learn more 
about how our health dollars produce 
health dividends. 
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CDC Laboratory 


Fifty-one courses for laboratory 
workers will be given during 1953 by 
the Laboratory Training Services, Com- 
municable Disease Center, Chamblee, 
Ga. Included in the courses, most of 
which run from one to two weeks, are 
units on the serology of syphilis, diag- 
nostic methods in veterinary mycology, 


Training Courses 


general bacteriology, intestinal parasites, 
laboratory diagnosis of virus diseases, 
tuberculosis, rabies, microbiology for 
public health nurses, enteric bacteri- 
ology, etc. 

Information and application forms 
from Laboratory Training Services, P.O. 
Box 185, Chamblee, Ga. 
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VERYONE knows there is a short- 

age of engineers. What to do about 
this shortage is the problem. It takes 
about 10 years to make an engineer and 
whether or not this includes the four 
years spent at college depends on your 
definition of an engineer. Therefore, 
all we can do now and for some time 
to come in the future is to make the 
best possible use of what we have. If 
we can, at the same time, prepare the 
foundations for an even more effective 
use of engineers in the future, the bene- 
fits to the nation and to the engineering 
profession will be multiplied. It is a 
matter of record that our engineering 
skills were essential to the winning of 
World War II. Our construction pro- 
gram, conceived and directed by en- 
gineers, was one of our most powerful 
assets. 

There are two phases of this problem 
of engineer shortage: The short-range or 
immediate problem of meeting present 
needs and the long-range problem of de- 
veloping better methods for employing 
the skills of engineers. Neither of these 
problems can be solved simply by hav- 
ing a board of supermen say to one 
engineer “do this” and to another en- 
gineer “do that,” nor by telling a state 
department of health or a consulting 
engineer “you must get along with so 
many less engineers.” We came peril- 
ously close to doing these things in the 
recent war, and we should do all we can, 
now and in the future, to avoid repeat- 
ing some of the things we did then. If 
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this kind of control of engineers becomes 
necessary, it will be because we have 
failed in a very important task. 

The problem of utilizing fully the 
available engineering skills, both now 
and in the future, involves the quality 
of engineering training, the acceptance 
of professional engineering skills on the 
part of other professions, and the atti- 
tudes of engineers themselves. As Dean 
Hollister of Cornell said in a recent ad- 
dress at the Engineering Centennial: 
“An adjustment seems inevitable to ac- 
complish the engineering work that must 
be done by the limited number of engi- 
neers available. This adjustment lies in 
the direction of better utilization of 
engineers. To a considerable degree, en- 
gineers have been used for subprofes- 
sional work.” And then he added: “In 
fact, some engineers are not trained to 
perform functions much above the sub- 
professional level.” 

Before discussing remedies or pro- 
cedures, either temporary or long range, 
let us take a good hard look at the es- 
sence of the problem. Since it will take 
many years to overcome the current 
shortage of engineers, we must realize 
that any policy of “Robbing Peter to 
pay Paul” or of substituting inferior 
skills is unsound and will result in seri- 
ous disservice to engineers. What we 
need is a program which will insure that 
each and every engineer, beginning right 
now, will do a larger, a better, and a 
more useful job than ever before. 

What sort of bootstraps will we need 
if we are to lift ourselves as a profession 
to this higher level of usefulness to our 
country and of profit to ourselves? 
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Ideas and opinions will no doubt differ 
both as to the possibility and to the 
methods. My own feeling is that we 
must have courage to try and that to 
succeed we must do several things: (1) 
We must define for all to understand the 
high qualifications that are essential to 
being an engineer and we must insist 
that engineering work is for engineers to 
do; (2) we must develop the habit of an 
organizational and administrative ap- 
proach that will permit engineers to use 
fully their skills and technics, and (3) 
we must give to the younger engineers— 
indeed, to all our fellow engineers— 
imagination, vision, and courage—the 
tools that are basic if they are to do 
more and better work than they have 
hitherto thought possible. 


WHAT ARE THE QUALIFICATIONS 
OF AN ENGINEER? 

My own feeling is that an engineer is 
one who, by study at an engineering 
school and by suitable experience, has 
fitted himself for a license to practise 
engineering. This may seem to some to 
be a very narrow view. However, if 
engineering is to be recognized as a pro- 
fession and if engineers are to work at 
professional levels, we will have to 
formulate adequate rules and definitions 
and stick to them. We will have to draw 
a line between the boys and the men, 
and between those without adequate en- 
gineering training and the qualified 
engineer. It is no kindness to anybody 
to give a man a job that he cannot do. 
If a man is not an engineer, he should 
not fill any post requiring engineering 
skills. It is up to us to develop stand- 
ards that other professions and skills can 
understand and respect, and to get such 
standards universally known, applied, 
and adopted. Doing this is, I believe, 
one of the first essentials toward better 
utilization of engineers. 


ORGANIZATION AND ADMINISTRATION 
A good organization is one in which 
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the duties of each department, division, 
and section are clearly stated; where 
the lines of responsibility are direct, and 
where a person is responsible to but one 
supervisor. Good administration con- 
sists of selecting a qualified person, giv- 
ing him the tools he needs—or such of 
them ag are available, for we cannot 
always have all of the resources we 
want—and holding that person responsi- 
ble for the satisfactory performance of 
the mission assigned to him. He should 
be free to perform that mission generally 
in whatever manner he chooses, so long 
as he acts within the framework of gen- 
eral policy that has been laid down. He 
should not be subjected to constant de- 
tail, supervision, and direction. On the 
other hand, he should understand the 
proper interest of his superior and the 
natural desire that he be kept informed. 

What I have said so far applies gen- 
erally to all engineers. From here on 
I shall be more specific. In health work, 
in which most of you are interested, the 
head of the department will not be an 
engineer. However, he will need engi- 
neering advice in analyzing the prob- 
lems, both present and potential, that 
should be handled by the engineer; in 
determining their relative importance; 
in planning the necessary measures, and 
in fitting this phase of the work into the 
over-all program. Good organization 
and administration will then be neces- 
sary to carry out such projects. It is in 
solving such problems that outside ad- 
vice and help can do a great deal in 
establishing a program that will justify 
the employment of an engineer in these 
times of engineer shortages and will pro- 
vide an organization that will enable 
him to work effectively. Few of our 
younger engineers have the background 
for this type of planning and analysis. 
Too often the attitude is: “Here I am; 
what do you want me to do?” Usually, 
and naturally, the health officer does not 
know all that the engineer should do, 
and very little, if anything, of the great 
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potentials that exist in engineering serv- 
ices. So a start has been made on the 
least promising basis that is possible. 

This situation occurred in hundreds 
of cases during the war when our sani- 
tary engineers reported to the various 
camps for duty. Through our system of 
Service Command engineers, these con- 
ditions were usually rectified quickly, 
but one of our constant problems was to 
give our engineers the imagination and 
vision to see the important sanitary en- 
gineering jobs that needed to be done; 
and, at the same time, to keep them 
from becoming post librarians and mess 
inspectors. If the doctors we served 
under in the Army had known what a 
sanitary engineer could do—or if the 
engineers themselves had known—we 
could have done our sanitary engineer- 
ing work with perhaps half as many 
engineers as we actually used. Right 
there we could have saved some 500 
sanitary engineers for the many jobs 
that were waiting to be done. 


WHAT WORK SHOULD ENGINEERS DO? 

Studies have been made of the duties 
with which engineers in local health 
units, for instance, should be charged. 
Those studies that I have seen have 
not conveyed to me any specific sug- 
gestions for meeting the broader needs 
of either the health program or the 
engineer. I have long felt that these 
engineers can and should work more 
effectively and that a more direct, per- 
sonal, and flexible program for aiding 
them is needed. I would like to see 
created in every state sanitary engineer- 
ing department a division of local sani- 
tary engineering which might be charged 
with functions of the following general 
nature: To visit and study all local and 
district health departments employing 
sanitary engineers, or needing sanitary 
engineering skills; to evaluate the en- 
gineering work to be done; to prepare a 
broad, long-range program with the local 
sanitary engineer, if there is one; to 
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discuss and codrdinate this program 
with the local health officer; to assure a 
proper organizational and administrative 
approach; and to follow through with 
continued advice, support, and aid. 

’ From my own experience, I can speak 
of the need for such assistance. I was 
one of the first of the local city-county 
sanitary engineers. There was no 
precedent to follow; no experience of 
others to read about; no plan in the 
state health department for using local 
engineers, and no local background of 
policy. It was largely the wisdom and 
understanding of a very great health 
officer that provided the foundation on 
which we built. Without help, it is very 
easy for the local sanitary engineer to 
become lost in the shuffle; to turn to 
detail duties that are not engineering, 
and to fail to provide his health officer 
with the broad engineering background 
which is an essential part of every health 
program. 

What are some of the things that 
engineers might do if they are to work 
more effectively? Here are some items, 
all of which have a bearing on the health 
of the community—and anything that 
affects health should be of concern to the 
health department. 

Subdivisions—Most subdivisions re- 
ceive scant attention until they present 
a nuisance, or a health problem, or both. 
It is then too late for constructive sani- 
tary engineering. Those areas that are 
likely to be developed should be known, 
and timely steps should be taken to de- 
termine the developer’s plans for water 
supply and waste disposal, the soundness 
of these plans, the quality of construc- 
tion contemplated, and the various de- 
sirable alternates to the developer's 
plans. The fact that such areas are just 
outside of a municipality should make 
no difference, for disease recognizes no 
political boundaries. Nor does itymake 
any difference whether or not the de- 
veloper welcomes such attention on the 
part of the engineer. 
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Cross-connections—There are few 
communities in which cross-connections 
do not exist and do not present more or 
less of a hazard. ~The sanitary engineer 
should know if there are such conditions 
and how great a hazard they present, 
and he should be able to present specific 
data, with recommendations, for correc- 
tion. 

Industrial wastes—If there is a prob- 
lem of stream pollution or of difficulty in 
sewage treatment because of local indus- 
trial wastes, a coéperative and sympa- 
thetic approach by the engineer and a 
careful study in conjunction with local 
industry engineers or officials may lay 
the groundwork for a solution to this 
problem. 

Sewer and water extensions—There 
are few municipalities that do not have 
more or less extensive areas lacking 
sewerage and/or water facilities, or both. 
The sanitary engineer should know of 
these areas and should develop a basis 
for serving them. 

Water quality—The quality of the 
local water and the existence of factors 
that may affect that quality are of pub- 
lic health importance. The sanitary en- 
gineer should be aware of any unfavor- 
able factors and should have a program 
for needed corrections. 

New water sources—Proposed water 
sources are a concern of the heaith 
department because of the problems of 
water quality that may arise. The sani- 
tary engineer should have access to all 
information regarding such new sources, 
should sit in on all discussions regard- 
ing them, and should present the views 
of the health department regarding fac- 
tors affecting health. 

Results of sewage treatment—The op- 
eration of the sewage treatment plant 
should be wholly familiar to the sanitary 
engineer of the health department. He 
should know its capacity for treatment, 
whether that capacity is being attained, 
and what ought to be done to meet the 
needs of the community. 
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Refuse collection—There are sanitary 
or esthetic defects in most refuse collec- 
tion systems—some serious, some per- 
haps not serious. The sanitary engineer 
should know what is needed in both 
methods and equipment to render fully 
satisfactory service. 

Refuse disposal—Disposal of refuse is 
often one of the neglected activities in 
our municipal services. Improper dis- 
posal results in insect and rodent preva- 
lence and poor public relations. The 
sanitary engineer should know what is 
being done and what ought to be done. 

Rodent control—Rodents may not 
often present any real health problem, 
but they may be a very serious public 
relations problem, with adverse effects 
on the health department. The engineer 
should know the facts about the preva- 
lence of rodents, their possible effect on 
health, where they come from and what 
to do about controlling them. 

Insect control—Most of our commu- 
nities have insect nuisances. Why these 
insects are unduly prevalent and what 
can be done to eradicate them or mini- 
mize their numbers are things the sani- 
tary engineer should know. 

Home sewage disposal—In most com- 
munities there will be a problem of 
septic tanks and cesspools for a greater 
or lesser number of homes. The sani- 
tary engineer should develop standards 
based on local conditions and should 
work out a method for enforcing these 
standards in a way that will not require 
an undue amount of his time for check- 
ing and inspection. 

These are some, but by no means 
all—for I have not touched on air, shel- 
ter, civil defense, or disaster planning— 
of the matters on which the sanitary 
engineer should be fully informed, and 
on which he should provide his health 
officer with full data and recommenda- 
tions for necessary corrective measures. 
But simply to collect the data, write out 
pertinent recommendations of what 
ought to be done, and then retire to his 
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cubbyhole is not enough. The engineer 
should know, or he should determine in 
discussions with his health officer, the 
relative importance of these problems. 
He will probably have to sell the need 
for doing them at all. This means that 
he must develop simple, realistic, and 
workable plans for each. He must know 
the most effective methods of attack, 
visualize the organization and _pro- 
cedures, and be able to direct the carry- 
ing out of the work, all within the 
limitations of the personnel and financ:al 
resources availabie. 

Some will say that many of these 
matters I have enumerated are the re- 
sponsibility of other departments of the 
city or the county, and that the sani- 
tary engineer of the health department 
has no authority to interfere or even to 
interest himself in them. Such a posi- 
tion is all right until one or more of 
them causes disease or nuisance and you 
find yourself facing a difficult situa- 
tion. If nothing has been done, it is 
then too late to do anything more than 
to try to mop up, and that is not good 
sanitary engineering. 

The responsibility for the health of a 
community is placed on the health de- 
partment and that responsibility con- 
templates preventive rather than cura- 
tive measures. Engineers will need tact, 
good judgment, and a genuine desire to 
help others in such a program; but they 
must never forget the positive responsi- 
bility they have for health protection. 

Some are going to say that there will 
never be:time to do these things. That 
will certainly be true if the engineer is 
engaged in a program of subprofessional 
work. It is well to remember that when- 
ever you wait for someone to bring work 
to you, it is going to be work that no one 
else wants to do. So it is up to the 
engineer to step out and develop his own 
program if he wants to do engineering 
and not subprofessional work. 

So far, we have considered primarily 
the work of local health department en- 
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gineers, but much of what has been 
said applies more or less directly to sani- 
tary engineers engaged by industry. 
This is a field in which there are great 
potential opportunities for sanitary en- 
gineers. There are many corporations 
that need a capable sanitary engineering 
staff, but they have not yet been shown 
that such a staff is a paying proposition. 
It seems to me that a codperative pro- 
gram of the general nature of that sug- 
gested for local health department 
engineers could be developed to help 
sanitary engineers in industry. Such a 
program might result in developing a 
very large field of opportunity, of use- 
fulness, and of return to sanitary 
engineers. 

I have been talking about the kind of 
work that engineers in public health 
might do. I would like to illustrate what 
I have been talking about by a few 
wartime experiences, even though this 
means going back some 10 years into 
the past. In 1940, when our emergency 
began, the sewage treatment plant de- 
signs of the Army were archaic. We 
who were responsible for recommenda- 
tions for satisfactory operation could see 
no profit in trying to make these things 
operate acceptably in perhaps 500 or 
1,000 Army camps, big and little. There- 
fore, we took the matter up with the 
Army high command and were directed 
to work jointly with the Corps of En- 
gineers to develop modern types of 
plants suited to Army conditions. What 
was accomplished was a real credit to 
the Army, with practically a total ab- 
sence of complaints due to nuisance or 
health hazard. 

It took only one look at conditions in 
Army camps during the construction pe- 
riod to realize that many health hazards 
would ‘exist in the sewage and water 
systems and treatment plants, due to 
construction defects and cross-connec- 
tions. So we started sanitary surveys 
of these installations to detect and cor- 
rect such hazards. When the Army 
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began putting troops into hotels, we set 
up a similar inspection service. If de- 
fects were found—and they were— 
taking over of the hotel was deferred un- 
til corrections were made. Later we did 
the same thing with colleges under the 
ASTP. Ws: did not wait for an epidemic 
to occur in any of these cases; we 
worked out our program and put it into 
effect before we were forced into it. I 
would like to add that we had the full 
support of the Army in all of these pro- 
grams. 

When we were to make an invasion 
landing, we did not leave it to the troops 
to take care of themselves in sanitary 
engineering matters after they got on 
shore. We obtained advance information 
on local conditions affecting health and 
we made a sanitary engineering plan for 
most of the important landings. Properly 
trained and instructed personnel, with 
all necessary equipment and supplies, 
were aboard the invasion fleet; and a 
precise schedule, based on the battle 
plan, was worked out for each phase of 
the invasion, covering water supply, 
waste disposal, and insect and rodent 
control. 

In order to avoid the need for later 
corrective work, the complete survey of 
each proposed. Army camp in the United 
States, and of some overseas bases, was 
submitted to us for concurrence before 
the camp site was approved. We studied 
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the proposed water supply, the problems 
of waste disposal, and the prevalence of 
insects and rodents and we made our 
comments and recommendations, which 
were generally followed. Our policy was 
that it was much easier to avoid trouble 
than to overcome it after it occurred. 

Although it was a little difficult in the 
beginning to sell our preventive policies 
to the Army, the high command was 
always willing to listen and we had no 
cause for complaint. I want you to 
know, though, that none of these things 
came to us on a silver platter. We had 
to visualize the need, prepare our pro- 
gram of work, demonstrate the necessity, 
and point out the benefits that would 
accrue. 

These specific things I have listed 
were but a very few of those covered in 
our sanitary engineering program, but 
they will illustrate some of the things I 
have tried to convey. I believe there is 
a tremendous opportunity for the con- 
structive use of sanitary engineers, and I 
believe that such use will benefit greatly 
the nation and the engineering profes- 
sion, These benefits cannot be attained 
by saying “What do you want me to 
do?” A stronger and more positive ap- 
proach is essential. I hope that our 
profession can unite to develop a pro- 
gram that will lead toward that end and 
toward a better and more fruitful future 
for engineers. 
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Murray Valley Encephalitis” 


SIR FRANK MacFARLANE BURNET, M.D., F.A.P.H.A. 
Director, Walter and Eliza Hall Institute of Medical Research, Royal Melbourne 


URING the last two years I believe 

‘that my colleagues in Australia 
have solved a problem that has inter- 
ested me ever since modern virological 
technics were developed in the early 
1930's, i.e., the nature of the Australian 
X disease epidemics of 1917 and 1918. 
From January to March, 1951, a small 
epidemic of precisely similar character to 
those of 1917-18 occurred in Northern 
Victoria and from fatal cases of the dis- 
ease a virus was isolated which has been 
shown by French and Miles to behave in 
experimental animals like that trans- 
ferred to monkeys and sheep in 1918 by 
Cleland, Bradley, and Campbell. This 
virus we have called that of Murray Val- 
ley Encephalitis (MVE) and our type 
strain has already been studied by 
American workers as well as ourselves. 
It clearly falls into the Japanese B, St. 
Louis, West Nile group of mosquito- 
borne encephalitic viruses and appears 
to have a status equivalent to that of 
each of the other three. 

As a background to my discussion it is 
desirable that you should have in mind 
an outline map of Eastern Australia in 
which the distribution of our one large 
river system, the Murray-Darling basin, 
is visible. This covers roughly all but 
the coastal fringe of the southeast quad- 
rant of Australia. An important point 
is that the headwaters of the Darling 
are in subtropical areas with a summer 
rainfall, while the Murray proper is fed 
from winter rainfall areas. The two 
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towns I shall refer to are the main 
centers of population in the semiarid 
fringe of the inland, Broken Hill, one 
of the richest lead-zinc-silver mining 
areas in the world, and Mildura, which is 
the center of an irrigation area special- 
izing in the production of dried fruits. 

Within the Murray-Darling basin 
there have been four outbreaks of 
encephalitis in the late summer months, 
January to March of 1917, 1918, 1925, 
and 1951. In each epidemic the clinical 
picture was the same, a severe encephal- 
itis with a high mortality, around 50 
per cent, affecting more children than 
adults, but claiming victims in all ages. 
In each, the cases were widely scattered 
and the absolute numbers small, in 
round figures 60, 80, 12, and 40, respec- 
tively. 

In 1918 Cleland and his collaborators 
showed that brain material from fatal 
cases could induce a fatal transmissible 
encephalitis on intracerebral inoculation 
in monkeys and sheep. This was before 
the days of the mouse and the chick 
embryo and before means of preserving 
and transporting viruses had been de- 
veloped. The only means of comparing 
their findings with our own is from the 
published account of their experiments 
and from examination of histological 
material. In all respects these indicate 
identity with the findings of the last 
two years. I think, therefore, that it is 
only just to claim for Cleland, Bradley, 
and Campbell the first recognition of a 
disease of the type we now call the in- 
sect-borne encephalitides and the first 
“isolation” of one of the viruses respon- 
sible. 
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I do not believe that it is necessary for 
me to go into much detail about the 
investigations that have been success- 
fully undertaken by Anderson, French, 
and their associates in Melbourne and 
by Miles in Adelaide. They had the 
advantage of the experience of American 
workers in their own country and in 
Japan and Okinawa; well equipped 
laboratories were available and there was 
great public interest and coéperation in 
the investigation. The results of the 
first season’s studies, 1950-1951, have 
been published and present a picture 
differing only in detail from what has 
been found in Kern County, California, 
or the Yakima Valley in Washington. 

It was shown that all the cases which 
could be studied serologically had been 
infected by similar agents and that sero- 
logically demonstrable infection was 
probably 500—1,000 times as frequent as 
clinical infection. In the epidemic 


region, horses, dogs, and domestic fowl 


showed a very high percentage, often 
more than 50 per cent, with evidence of 
past infection. Wild birds, particularly 
water birds, cormorants, herons, ducks, 
and swans, had a similarly high propor- 
tion of positive sera. 

One difference in our technic may be 
mentioned: the use of chorioallantoic 
inoculation for primary isolation. In at 
least two instances this was shown to be 
superior to mouse inoculation, almost 
certainly not because the chick embryo 
is intrinsically more susceptible to the 
virus, but because virus-antibody mix- 
tures are more likely to produce infec- 
tion there than in the mouse. Only a 

‘very limited survey of the mosquito 
position was undertaken in 1951. 

On the assumption now known to be 
false that the summer of 1951-1952 
would provide the same sort of ex- 
perience as the previous one, an exten- 
sive program of work covering all 
aspects was planned and undertaken. 
On the mosquito side we had the advan- 
tage of a 3-months’ visit by Dr. William 
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C. Reeves of the University of California 
and a very large mosquito collection was 
made and subsequently tested for virus. 
Cormorant rookeries were studied in 
spring and early summer for infection 
and antibody in nestlings and for 
ectoparasites. Sentinel fowls (new sea- 
son chickens) were posted at strategic 
points in the Mildura district and large 
numbers of volunteers were bled before 
and after the summer season. 

The program was completed and at 
the end of it we could say that no evi- 
dence whatever had been obtained of the 
presence of virus in the Mildura area 
during the summer of 1951-1952. In 
view of the scale on which the work was 
carried out, I think we can go further 
and say that in fact there was no 
encephalitis virus in the district. 

In that particular area then we have 
a striking contrast between the two 
summers—-in 1951 a dozen clinical cases 
in a population of around 20,000, and 
a serological infection rate reaching 30 
per cent of adults in one section around 
the actual confluence of the Darling and 
the Murray. Since these tests were by 
complement-fixation, it is highly prob- 
able that they were all recent 1950-1951 
infections. Add to this that 80 per cent 
of domestic fowls in farms within a 
mile of the river and 15 per cent of 
those further away had neutralizing 
antibody, and we can feel certain that 
an extremely high mosquito infection 
rate must have occurred at some period 
in the season. In 1952 the virus had 
vanished. This provides us with a very 
important conclusion, viz., that the con- 
ditions which would allow the virus to 
overwinter were not present in the Mil- 
dura area. On less definite evidence 
we can say with fair certainty that this 
holds also for the whole of the Murray- 
Darling basin. 

In looking for the basis of this dif- 
ference between the seasons, the fact 
that the second half of 1950 had an 
almost unprecedentedly heavy rainfall 
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over Queensland and New South Wales, 
while 1951 was essentially normal, could 
not escape attention.. Both Anderson 
and Miles have independently examined 
the Australian: rainfall records and 
reached virtually the same conclusion. 
In the year preceding each of the epi- 
demic years 1917, 1918, 1925, 1951, 
there was abnormally high rainfall in 
Western New South Wales in the winter 
(May-July) and a heavy excess of early 
summer rainfall in November over the 
headwaters of the Darling. The latter 
seems to be the most important factor. 
Since 1913 a November excess sufficient 
to produce flooding has occurred in only 
five years, 1916, 1917, 1924, 1933, 1950. 
All except 1933 were followed by out- 
breaks of encephalitis in the area we are 
considering. 

We are forced to the conclusion then 
that MVE is not endemic in the Murray 
Valley, but reaches it from some other 
region only when climatic and ecological 
conditions are appropriate. We know 
that in tropical Queensland and New 
Guinea serological evidence of infection 
is common, and our speculation is that 
the virus is enzootic around the Gulf of 
Carpentaria. There are many gaps in 
our knowledge—strictly speaking we do 
not yet know that MVE virus is spread 
by mosquitoes. The circumstantial 
evidence is such however that I think 
everyone concerned with the investiga- 
tion would place Culex annulirostris as 
almost certainly the principal vector. 
This is a river bottom mosquito which 
feeds. freely on water birds and rabbits. 
In line with thought about other 
encephalitic viruses, wild birds probably 
form the main vertebrate reservoir of 
MVE virus. 

I should like to end with a brief dis- 
cussion of our Australian virus in rela- 
tion to others of the group. Until more 
work is done on the epidemiology of 
West Nile infection in Egypt, we shall 


ENCEPHALITIS 


1521 


have to omit this virus, but both St. 
Louis and Japanese B viruses have been 
extensively studied. In common with 
MVE, these diseases show the following 
characteristics: (1) a high proportion of 
subclinical to clinical infections, (2) 
transmission by culicine mosquitoes, (3) 
high susceptibility of birds to infection 
with the virus, usually with production 
of a transient high-titer viremia, but 
without clinical symptoms. A fourth 
negative point may be added: it is not 
known how the infection persists in the 
temperate climates where the diseases 
are characteristically manifested. 

Is it possible that our experience with 
MVE can provide a hint as to how the 
virus persists through the winter? What 
I have in mind is the possibility that 
persistence of these viruses in nature is 
confined to tropical or near-tropical 
areas where mosquitoes capable of trans- 
mitting the virus are present all around 
the year. The characteristic appearance 
in temperate regions during the summer 
would be a result of bird movement 
through a region in which effective mos- 
quito transmitters were present. At any 
given point along the line of movement 
there would initially be no infected 
mosquitoes. A bird in the stage of 
transient viremia is bitten and infects 
several mosquitoes. A week or more 
later these infect another migrating sus- 
ceptible bird which, continuing its flight, 
may develop viremia 100 miles further 
away from the tropics and provide the’ 
means of initiating another focus of 
infected mosquitoes. The presence of 
nesting birds in any locality so infected 
would soon lead to the building up of a 
high infective potential. 

This is at present only a speculation, 
but it does provide a working hypothesis 
to account for the main features of the 
disease}as it is seen in Australia and, just 
possibly, it may be equally applicable 
to conditions in other parts of the world. 
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Myxomatosis as a Method of: Biological 
Control Against the Australian Rabbit* 


SIR FRANK MacFARLANE BURNET, M.D., F.A.P.H.A. 


Director, Walter and Eliza Hall Institute of Medical Research, Royal Melbourne 
Hospital, Meibourne, Australia 


N thinking over the subjects on which 

I could talk to you on this occasion 

it seemed to me that the requirements 
were first that I should bring you some- 
thing about work in Australia, second 
that it should be of general rather than 
technical interest, and third that it 
should be a topic of some intrinsic im- 
portance. I have already spoken about 
the story of encephalitis in Australia and 
I felt that for this occasion it was worth 
telling the story of Australian work on 
the dissemination of myxomatosis virus 


in an attempt to effect biological control 


of our greates* pest, the rabbit. It is a 
theme that has no direct public health 
importance yet I think that any epi- 
demiologist will find something of inter- 
est in it. 

May I first outline for an American 
audience the significance of the rabbit in 
Australia. Our rabbit is the European 
species that is found wild in England 
and is the ancestor of all the breeds of 
laboratory rabbits. It was introduced 
along with many other mammals, birds, 
and plants by homesick colonists around 
1860. From centers in Victoria and New 
South Wales the rabbits spread in all 
directions but did not complete their 
colonization of all the available land 
until about 1930. Today the rabbit 
flourishes in all the settled country be- 
low the tropics. Its spread into the arid 
center fluctuates according to seasonal 
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conditions. Great multiplication in a 
sequence of two good seasons is likely 
to be followed by sheer starvation of 
millions when the inevitable drought 
materializes. It is impossible to give an 
estimate of the average number of rab- 
bits in Australia beyond the guess that 
it lies between one and three billions. 
Conservative estimates place 10 rabbits 
as equivalent to one sheep in regard to 
the amount of pasture consumed. The 
elimination of the rabbit would be by 
far the most effective single step to 
increase food and wool production in 
Australia. Another very important effect 
of the rabbit on the country’s economy 
is the destruction of natural vegetation 
in the marginal zone and subsequent 
wind erosion and sand drift. 

To appreciate the potentialities and 
limitations of myxomatosis in Australia 
it is advisable to consider its activities 
in its enzodtic center in Brazil. Every- 
one is aware of Sanarelli’s recognition of 
the virus as a cause of fatal infection in 
hutch rabbits in Sao Paulo, but Aragao’s 
work in 1942 on its natural history in 
Brazil is not so well known. The local 
Brazilian rabbit is a cottontail of the 
genus Sylvilagus and only distantly re- 
lated to the European-Australian Oryc- 
tolagus. When infected by mosquitoes 
carrying myxomatosis virus a nonim- 
mune animal develops a local lesion of 
benign character, a plaque of thickened 
inflammatory tissue, which after a time 
retrogresses leaving the rabbit subse- 
quently immune. When a fresh mos- 
quito feeds through the lesion its mouth 
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parts become contaminated and it can 
transfer infection to the next rabbit it 
bites. The entry of myxomatosis into 
South American laboratory colonies of 
(European) rabbits was by mosquitoes 
(Aedes ) infected from wild local rabbits. 
In these, instead of a mild local lesion, 
the well known lethal infection with a 
99.5 per cent mortality ensued. 

I do not know any adequate reasons 
why myxoma virus should have this ex- 
treme lethality for Oryctolagus. Its rela- 
tion to its natural host in Brazil is pre- 
cisely what one would expect from a long 
established and stabilized host-parasite 
relationship. All one can say is that it 
is obvious that virus and Oryctolagus 
have never in the past lived in effective 
contact with one another. No biological 
association on a basis of 99.5 per cent 
lethality could ever be an enduring one 
and to an epidemiologist by far the most 
interesting feature of the Australian ex- 
periment is the opportunity it provides 
to watch the process by which a modus 
vivendi between myxoma virus and the 
rabbit will develop. It is already evident 
that in some areas the virus for one 
reason or another is not killing as high 
a proportion of rabbits as it did a year 
ago. 

Ever since it was first recognized that 
the rabbit was becoming a serious pest 
there have been rewards on offer for 
ways of exterminating the animals and 
biological control was thought of by 
Pasteur himself in the 1880’s. He ac- 
tually sent one of his young men to 
Australia with Pasteurella cultures, but 
owing to an understandable scepticism 
by government officials he was not al- 
lowed to liberate them. The possible 
use of myxoma virus was mentioned at 
various times and the first experiments 
with the direct object of dealing with 
Australian rabbits were begun in Eng- 
land in 1934. When it became clear 
that myxomatosis had no significant 
power to infect any other common ani- 
mal the investigations were moved to 
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Australia. It is curious that it took 15 
years from the start of the investigation 
before the virus was effectively liberated. 
Two reasons were mainly responsible, 
the rather illogical aversion of health 
authorities to allow field studies of the 
virus in any but sparsely populated 
areas, and the failure to grasp the im- 
portance of mosquito vectors for the 
spread of the disease. The two field 
tests before the war were first on an 
island off the South Australian coast and 
second in a dry semiarid inland area: in 
both mosquitoes were inconspicuous or 
absent and only very limited spread of 
the virus occurred. 

The experiments lapsed during the 
war and were revived only in early 1950. 
This time tests were made in areas in 
the higher rainfall zones of Eastern 
Australia. There was still a general 
feeling that infection would be mainly 
by contact and the tests were made in 
autumn, winter and spring. The most 
that could be observed in either of the 
sites used were a few local infections. At 
the end of November, 1950, the team 
went back to Canberra prepared to write 
up the account of a fruitless experiment. 
Then on December 10, 1950, word came 
to Canberra that rabbits were dying by 
hundreds along the Murray River flats 
at Corowa 20 miles from Balldale where 
the liberations had been made. This 
was front page news for Australia and 
everyone in the country was on the look- 
out for sick rabbits. Within a week or 
two reports began coming in from areas 
further and further from the point of 
departure. The disease spread rapidly 
northward across New South Wales and 
reached Southern Queensland in 3-4 
months, that is, by the end of the sum- 
mer. Heavy killing of rabbits in this 
first ¢eason was almost confined to the 
immediate neighborhood of streams, 
lakes, or temporary accumulations of 
water, and the circumstantial evidence 
pointed strongly to Culex annulirostris 
as the important vector. This is a very 
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common mosquito which breeds in shal- 
low water at the edges of streams and 
in temporarily flooded regions. It has a 
restricted flight range rarely moving as 
far as half a mile from its breeding 
place. The cross country leaps of a 
thousand miles in three months could 
not have been due to this species and 
there are a number of rival hypotheses 
to account for it—Aedes iheobaldi, 
wind, human transport of mosquitoes in 
vehicles of one sort or another. There 
is even a suggestion which must be men- 
tioned that the virus had started moving 
quietly during the preceding spring and 
winter, but its recognition was delayed 
until the widely broadcast news plus 
really active spread by summer mosqui- 
toes made the situation obvious. 

By whatever means the spread oc- 
curred, the concentrated killing of rab- 
bits along the watercourses was mainly 
the work of Culex annulirostris. Away 
from the river bottoms and lake margins 
the rabbits continued to flourish. By 
the end of the summer an enormous area 
had been covered in this fashion right 
into the dry heart of the continent but 
the coastal fringe of Southeastern Aus- 
tralia was largely missed. 

In the winter the disease died down 
but in none of the areas studied did it 
disappear completely. Meantime plans 
were being made for widespread artificial 
dissemination of the virus in the coming 
spring. In October I spent a night in a 
country hotel in Northern Victoria and 
was intrigued to read a notice: “An 
officer of the Lands Department will at- 
tend at the stock-yards on Tuesday next 
to inoculate rabbits with myxomatosis. 
Landowners should bring 10-20 live 
rabbits.” That sort of thing went on 
over most of Southeastern Australia. In 
retrospect it is hard to be sure that the 
inoculations made any significant dif- 
ference in the result. Very little hap- 
pened until December and then myxo- 
matosis again became very active, but 
this time it spread over different types 
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of country, most of it away from the 
watercourses. By and large the effect 
was better than that of the previous 
season. It is impossible to say how 
many rabbits were killed, In one area 
closely studied a careful estimate gave a 
99.5 per cent kill and about 80 per cent 
of the survivors showed antibody. By 
a combination of observation and guess- 
work, including some calculations based 
on the assumption of a 99.5 per cent 
mortality from the percentage of im- 
mune rabbits actually found in a number 
of areas, plus the statistics of rabbits 
coming into commerce as skins or car- 
casses, it is believed that between 25 and 
50 per cent of the rabbit population may 
have been destroyed, perhaps three or 
four hundred million rabbits. 

However from the point of view of 
people interested in epidemiology, rather 
than in the success or otherwise of an 
Australian experiment in agricultural 
economics, I think I should pass to an 
account of some of the investigations 
that have been undertaken at the virus 
level. 

Most of the work that I shall describe 
has been done by Fenner and his col- 
leagues working in Melbourne. I have 
already mentioned that in Australia 
there was considerable uncertainty as to 
how the virus spread in nature. In fact, 
if one looks through most recent papers 
and textbooks one gets the impression 
that myxomatosis is just a laboratory 
disease with no natural history at all. 
We had all missed Aragao’s paper 
(1942) on the natural history of myxo- 
matosis in Brazil until 1951, and the 
realization that in Australia effective 
spread needs mosquito carriage came as 
a surprise. 

The mechanism of transmission by 
mosquitoes has been investigated by 
Fenner and Day with extremely inter- 
esting results that may have some 
important general significance. The 
mosquito (Aedes aegypti in their experi- 
ments) becomes infective for other 
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rabbits only by feeding through myxo- 
matous lesions of the skin. This results 
in mechanical contamination of the mos- 
quito’s mouth-parts and transfer to other 
rabbits is in purely mechanical fashion, 
the infection being initiated as a local 
lesion in the skin not by injection of 
infected saliva into the blood. It fol- 
lows that there should be no specificity 
in the vectors of myxomatosis: any 
biting or sucking arthropod which will 
feed through the skin should serve. Field 
observations confirm this. Quite early 
a small outbreak was observed where 
the lesions were clearly centered on the 
little pits resulting from the bites of 
Simuliid flies and virus was isolated from 
a collection of the flies. In Queensland 
many of the sick rabbits ‘showed pendu- 
lous ears weighed down by local lesions 
resulting from the bite of Ceratopogonid 
sandflies. While the disease was moving 
slowly during the winter a number of 
rabbits were found that had apparently 
been infected by rabbit lice. 

The dominant mosquito involved in 
natural spread also differed in the two 
summer seasons. In the first, an unduly 
wet season, Culex annulirostris as I 
have said dominated the picture, in the 
second, which had a normal rainfall, 
Anopheles annulipes was the most im- 
portant vector in Victoria and New 
South Wales. This mosquito is com- 
mon in the rolling country that provides 
some of our best agricultural land and 
perhaps significantly is very frequently 
found resting in rabbit burrows. 

The role of the mosquito is merely 
that of a “flying pin’—-Fenner who 
coined the phrase found that he could 
closely parallel all his findings with mos- 
quitoes by using an entomological pin 
pricked through a nryxoma lesion. If 
one arranges for a mosquito to take a 
blood meal from a rabbit showing an 
active viremia but biting through a 
clean area of skin that mosquito cannot 
transmit the disease by biting. But if 
it is ground up and the emulsion inocu- 
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lated into the skin of the rabbit the 
animal becomes infected. This, of 
course, is in complete contrast to the 


‘ way in which virus diseases like yellow 


fever and the mosquito-borne encephali- 
tides are conveyed. The only other virus 
disease in which the mechanical method 
of transfer is well recognized is fowl pox. 
It is of interest that when my colleague, 
French, was testing mosquitoes for 
encephalitis virus he found five pools of 
ground up mosquitoes to produce lesions 
on the chorioallantois which proved to 
be due to viruses of bird pox type. 

Other studies of myxomatosis have 
gone far to show that it is a member of 
the pox virus group. The morphology 
of the virus in electron micrographs is 
identical with that of vaccinia, even to 
the central nucleus-like protuberance. 
Fenner, too, has carried out an analysis 
of the pathogenesis of myxomatosis in 
the rabbit after local infection on the 
same lines as his work on mouse pox 
(ectromelia) with results that almost 
completely parallel the earlier study. As 
in mouse pox the definitive viremia leads 
to the development of massive infection 
of the skin which in the later phases of 
the disease develops much higher virus 
titers than any other organ except the 
testis. As a result of his studies Fenner 
has made the interesting suggestion that 
the problem of the aerial spread of 
smallpox infection should be looked at 
again. Why should not mosquito 
transfer be possible by infection of the 
proboscis as it passes through smallpox 
infected skin? 

Finally, I should like to say something 
about the possibilities of the future. In 
myxomatosis, now by human action 
enzoétig among Australian rabbits, we 
have a unique opportunity to watch the 
evolution of a “new” disease. Unless 
all experience in other fields of epidem- 
iology is inapplicable to this special case, 
we can feel certain that the disease will 
not maintain a 99.5 per cent fatality 
rate. Somehow a modus vivendi be- 
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tween the virus and the rabbit will de- 
velop. 

It is up to us in Australia to fol- 
low if we can the process by which, as 
I expect, the present unstable situation 
will gradually be replaced by something 
analogous to the Brazilian position. 
Already it is being found that there are 
more immune rabbits to be shot or 
trapped than there should be. We hear 
of areas where there was a grade 1 (99 
per cent) kill in the first year and only 
moderate evidence of sick and dead 
rabbits in the second. Among the still 
fairly numerous rabbits over 50 per cent 
may be found immune by complement- 
fixation test on the serum. There are 
three possibilities: (1) that there are 
rare gene combinations which confer a 
significant resistance and that even in 
the first generation from such sur- 
vivors there is a sharply increased 
average resistance; (2) that maternally 
transmitted antibody may be playing a 
part. Young born from surviving does 
might well survive infection and develop 
lasting active immunity if they were in- 
fected before their maternal antibody 
has fallen to an ineffective level; (3) 
that mutant strains of virus are appear- 
ing which have less power to kill but are 
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equally well distributed by mosquitoes 
under natural conditions. In all proba- 
bility such strains would gradually re- 


‘ place the more virulent one, and by im- 


munizing the population render the 
artificial introduction of virulent virus 
ineffective. 

It will probably take some years be- 
fore the changes are sufficiently marked 
to allow a decision as to the relative 
importance of these three processes. But 
it is very clear that both. for the practical 
requirement of controlling the rabbit 
population and for the academic need 
to-understand the development of host- 
parasite equilibria, we shall have to find 
the answers to these questions. 

I have held for a long time that the 
most fertile approach to the study of in- 
fectious disease is the ecological one. 
Here in this deliberately induced situa- 
tion we have unrivaled material for 
ecological analysis. The problem is im- 
portant enough in its own right but 
there is no sharp line to be drawn be- 
tween human diseases and diseases of 
other mammals. I shall be surprised if 
the results do not eventually help us 
greatly in understanding some aspects 
of the past and present behavior of in- 
fectious disease in man. 


— 

a 

. 

7 


Progr 


ess of Sylvan Yellow Fever Wave in 


Central America: Nicaragua and Honduras* 


NORMAN W. ELTON, M.D. 


Colonel, Medical Corps, U.S.A., Director, Board of Health Laboratory, 
Health Bureau, Canal Zone Government, Ancon, Canal Zone 


| snl prior to November, 1948, a 
wave of sylvan yellow fever began 
moving westward through the forests of 
Panama, Costa Rica, and recently Nica- 
ragua, from an enzoétic center known 
to have existed east of the Bayano River 
in Panama since at least 1929. At the 
time of the initial epidemic outbreak in 
the Pacora-Tocumen region between the 
Bayano River and the Canal Zone in 
November and December, 1948,5°: * 
it was generally feared that the disease 
was already widespread throughout 
Panama and possibly also in Central 
America. However, suspicion was 
aroused in August and September, 1949, 
by the outbreak in the Buena Vista area 
between the transisthmian highway and 
the Canal Zone boundary, that a wave 
phenomenon was going on. ‘This was 
strongly supported by a human fatality 
west of the Canal Zone in the Chagres 
district in January, 1950, and on the 
premise that the wave would follow the 
sparsely settled Atlantic rain forest of 
Panama to eastern Costa Rica, warnings 
were issued to the plantation of the 
Chiriqui Land Company at Almirante in 


* Presensed before a Joint Session of the Epi- 
demiology and Laboratory Sections of the American 
Public Health Association at the Eightieth Annual 
Meeting in Cleveland, Ohio, October 22, 1952. 

+ The Board of Health Laboratory, organized by 
Gorgas in 1904 as the first United States health unit 
established in the Canal Zone, has on numerous oc- 
casions since the eradication of yellow fever in the 
Zone and terminal cities in 1905, functioned as a de- 
tection and control center for the investigation of all 
cases of yellow fever imported by ships from 1905- 
1919, and in the investigation of recurrent rumors and 
reports of suspected outbreaks of the disease from 1919 
to the present time.™ 
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western Panama and to the Government 
of Costa Rica.* 

Subsequent events have justified this 
assumption,® and it is likely that 
unless an effort -be made to block the 
progress of the wave at some terrain 
funnel on its projected pathway it will 
move steadily northward through Nica- 
ragua and westward across northern 
Honduras into northern Guatemala, 
Chiapas, Yucatan, Campeche, Quintana 
Roo, and Belice, a region that may well 
have been the traditional stalking 
ground of sylvan yellow fever among the 
Mayans in 1648 and even in pre- 
Columbian times. 


PATTERN OF THE WAVE 

Inasmuch as the current wave origi- 
nated in Panama and responsibility for 
the original pathologic diagnoses was as- 
sumed by the Board of Health Labora- 
tory,t*® a concerted effort has been 
made to determine the pattern of its 
behavior and maintain close contact with 
its activity in order to deal with it as 
effectively as possible and to prevent 
neediess confusion in Central America. 
Rumors of yellow fever outbreaks far in 
advance of its known location have from 
time to time been disproved. Mouse 
protection tests on the blood of shot 
arboreal primates generally have been 
so disappointingly nonspecific as to be of 
little if any epidemiologic significance 
except when completely negative, as in 
La Chorcha on the Pacific side of 
western Panama in January, 1951.! The 
more recent findings of Rodaniche 
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after performance of the protection test 
on the blood of live-caught primates, on 
the other hand, are compatible with the 
epidemiologic events that have actually 
taken place in Panama since 1948. This 
technic should be applied to the study 
of primates in Mexico and elsewhere 
before the results based on specimens 
obtained from shot animals can be ac- 
cepted as valid.’ 

The following characteristics of the 
wave pattern, however, have appeared 
relevant and consistent thus far: 

a. Velocity—The over-all velocity of 
the wave has been approximately 13 
miles per month. However, wide fronts 
up to 100 miles in extent may flare up as 
epizoétic centers or by a rapid succes- 
sion of epidemic centers. 

b. Time-depth — Incompletely con- 
trolled epidemic centers remain active 
up to about two months. The effective- 
ness of rural vaccination campaigns 
may to some extent be evaluated by 
the length of time, short of two months, 
during which human fatalities continue 
to occur in epidemic centers. Vaccina- 
tion of rural areas is very difficult, and 
if only 50 per cent of the population is 
so protected in many such localities the 
program may be considered highly 
satisfactory. 

c. Natural barriers—The continental 
divide in Panama west of the Canal 
Zone acted as a natural barrier, for there 
has been no epidemiologic evidence of 
activity on the Pacific side west of the 
Canal. The threat to this region by a 
reinvasion of the Republic of Panama 
from southern Costa Rica and the 
Burica Hills Peninsula, as indicated by 
the fatality in Puerto Armuelles in Feb- 
ruary, 1952, has not materialized. The 
continental divide in Costa Rica, on the 
contrary, althou&h higher than in 
Panama, has now been crossed in two 
localities: (1) southern Puntarenas via 
the Cabagra River valley (October, 
1951), and (2) eastern and northern 
Guanacaste via the saddle formed by 
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Arenal Lake (June, 1952). This latter 
crossing has long been anticipated by 
the director of public health in Costa 
Rica * and was detected by examination 
oi the livers of dead and dying monkeys 
acquired by his sanitary inspectors in 
Guanacaste in June and July, 1952. The 
area involved extends as far north as 
San Juan del Sur in the Isthmus of 
Rivas, Nicaragua, where a_ positive 
monkey liver was obtained by the Minis- 
ter of Health of Nicaragua on July 18, 
1952. 

These events indicate that the con- 
tinental divide cannot be considered a 
barrier in itself. The significance of rain 
forest continuity across the divide, simi- 
larities and differences in rainfall on the 
two sides, migrant farmers, and the 
various species of Haemagogus mosqui- 
toes other than spegazzinii falco, as well 
as other canopy mosquitoes as possible 
vectors at higher altitudes, warrant 
further study. Although an extensive 
study of the diurnal forest mosquitoes of 
Panama has been made by Galindo, 
Trapido, and Carpenter,’* '* whether or 
not the findings are applicable to Nica- 
ragua is not yet known. 

Other barriers are open deforested 
country and regions of minimal pre- 
cipitation. The Panama Canal was 
crossed by way of Barro Colorado Is- 
land,” the only locality where there still 
exists a continuity of virgin rain forest 
across the Canal Zone. With extension 
of the agricultural developments and de- 
forestation now in progress along the 
transisthmian highway, the approach to 
this region down the forested East Ridge 
of the Gatun Lake watershed may soon 
be eliminated and an effective natural 
barrier established against the advance 
of similar waves in the future. 

At the present moment the efficacy of 
the northern half of the Isthmus of 
Rivas between Lake Nicaragua and the 
Pacific Ocean as a natural barrier zone 
is undergoing a severe test. North of 
Rivas this strip of land is the site of 
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many ranches, coffee plantations, scat- 
tered forest patches, volcanic cones, and 
much open country. The epizoétic phase 
has already taken possession of its 
densely forested southern half, and the 
rural population in the vicinity of 
Managua is now engaged in extermi- 
nating the monkeys in the hills south of 
the city, believing that by doing so they 
may save the forested coastal strip ex- 
tending northwest to Leon and Chinan- 


d. The epizodtic phase—That arbo- 
real primates die of naturally acquired 
yellow fever and that the diagnosis can 
be made histologically by examination 
of their livers are now established facts. 
During the activity of the wave in Costa 
Rica liver specimens have een acquired 
by Dr. Oscar Vargas Méndez, director 
general of public health, from 30 dead, 
dying, or sick monkeys (howling mon- 
keys, spider monkeys, and marmosets) 
of which 16 have been found with typi- 
cal liver lesions histologically. The epi- 
demiologic importance of this method 
of following the course of a yellow fever 
wave cannot be overestimated, since the 
epizoétic phase often precedes the epi- 
demic phase by a variable length of 
time, although the two phases can occur 
simultaneously. Whether or not the 
arboreal primates are, like man, merely 
accidental victims of the epizoétic is a 
challenging question, since there is a 
possibility that the natural reservoir of 
the virus may exist in other shorter-lived 
and more rapidly propagating arboreal 
mammals. 

e. Critical months—Experience has 
shown that the critical epidemic months 
on the Atlantic side are July, August, 
and September. October, November, 
and December are critical on the Pacific 
side. Sporadic cases, however, may oc- 
cur at any time during a rainy season. 
Rainfall appears to be the key factor 
in propagating broods of canopy mos- 
quitoes in sufficient abundance during 
the presence of virus to induce outbreaks 


of epidemic proportions, and Trapido 
and Fairchild,2® basing their observa- 
tions on the seasonal variations in 
Panama, suspect that about two months 
of optimal precipitation predispose to 
epidemic conditions. 

f. The wave has not doubled back on 
itselfi—So far as can be determined 
epidemiologic experience indicates that 
localities cleared by the wave are free 
from further danger as the wave moves 
on and that there is no residual en- 
demicity. That stabilized or semi- 
stablized enzoétic foci may develop in 
its wake is a possibility. 

g. There have been no urban out- 
breaks in Panama, Costa Rica, or Nica- 
ragua—Due to the malaria control 
programs of the past few years the 
Aédes aegypti mosquito, as well as the 
anopheline, have been all but eradicated 
from most urban areas in Central Amer- 
ica and all epidemics have been in 
strictly rural areas. Constant effort is 
necessary, however, to maintain aegypti 
density below the transmission level for 
yellow fever. Although urban outbreaks 
are not anticipated in the large cities, the 
conditions prevailing in some smaller 
communities may not be so satisfactorily 
controlled. 

h. The 1,000-foot contour as a guide 
to epidemic outbreaks—Most of the lo- 
calities involved by epidemic centers 
have been situated below the 1,000-foot 
contour. Occasional fatalities have origi- 
nated up to the 2,000-foot contour, but 
rarely have any developed above 2,000 
feet. Epidemic localities seem to have a 
predilection for terrain close to the 
1,000-foot contour. 

This concept of the pattern of the 
wave tow moving through Central 
America has served as a guide in antici- 
pating localities about to be involved 
and the dates for expected outbreaks. 
Some predictions based upon it have 
proved correct; some have been wrong. 
Many new data are being acquired, but 
there is much that is still unknown. It 
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is like a military campaign against an 
enemy who is holding in reserve a num- 
ber of secret weapons and occasionally 
uses one of them for its surprise effect. 


SITUATION IN NICARAGUA AS OF 
AuGusT, 1952 

Aggressive action by the minister of 
public health of Nicaragua in maintain- 
ing contact with the wave front in that 
country has now revealed the initial 
epidemic center in the Departments of 
Chontales and Zelaya in the Atlantic 
watershed 45 miles northeast of Lake 
Nicaragua. Six human fatalities within 
a radius of 12 miles in the valley of 
the Rio Mico have been confirmed as 
follows: 


Locality 
. Muelle de los Bueyes 
Dept. of Zelaya 
(close to Chontales) 
. Villa Somoza 
Dept. of Chontales 
3. Santo Domingo 
Dept. of Chontales 
4. Santo Domingo 
Dept. of Chontales 
5. Santo Domingo 
Dept. of Chontales 
. San Pedro de Lévago 
Dept. of Chontales 


Date of Death 


July 4, 1952 

July 30, 1952 
August 7, 1952 
August 3, 1952 
August 24, 1952 
September 6, 1952 


This epidemic center will probably 
remain active only up to the middle of 
September. 

The outbreak in the Department of 
Chontales is of considerable interest, 
since there has existed there for at least 
20 years an endemic disease of obscure 
etiology known as “fiebre Chonta- 
lefia.”'* This is characterized by a 
rather high mortality and many of the 
clinical characteristics of yellow fever 
itself, but having a longer period of ill- 
ness, and reminiscent of Santa Marta 
hepatitis, recognized since 1922 as en- 
demic in the Department of Magdalena, 
Colombia, which was investigated by 
two Rockefeller groups, headed by Ram- 
sey in 1931 and by Bauer in 1932, with- 
out finding any evidence of yellow fever 
in that region.’® The liver lesion of Santa 
Marta hepatitis is not typical of yellow 
fever and is differentiated largely by bile 
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duct proliferation in specimens studied 
at the Board of Health Laboratory. It 
affords a classic example, however, of 
the existence of other poorly understood 
diseases that might readily be confused 
clinically with yellow fever, and which 
must, like a number of other well known 
diseases, be given serious consideration 
in any future attempts at settlements in 
the tropics. 

The splitting of the wave in northern 
Costa Rica and the offshoot now threat- 
ening the Isthmus of Rivas west of Lake 
Nicaragua are being closely observed. 
Other possible points of invasion of the 
Pacific side are: (1) the wooded high- 
lands above the ranchlands along the 
east side of Lake Nicaragua, and (2) 
the upper valley of the Rio Grande 
south and southwest of Matagalpa. Too 
little is as yet known, however, about 
the forestation, mosquito fauna, and 
meteorologic conditions in these regions 
to make an accurate estimate of possi- 
bilities. The entire Pacific coast of Cen- 
tral America has been regarded as an 
unlikely area for major activity due to 
its relative aridity and long dry seasons, 
but secondary waves have already oc- 
curred in Costa Rica and further sec- 
ondary involvements of the Pacific 
watershed, of lesser importance than the 
primary wave, may still occur to a lim- 
ited extent in other regions where 
climatic conditions and forestation are 
locally favorable. 


THE LA CEIBA PROJECT 

Multimillion dollar public health 
projects of limited success, but usually 
resulting in constructive reorientation in 
our concepts, are not unique undertak- 
ings in our contemporary world organi- 
zation. Only trial and error can deter- 
mine their potentialities. Much is at 
stake for the farming population of Cen- 
tral America and Mexico as the wave 
front of sylvan yellow fever continues 
on its inexorable pathway. The only 
hope of arresting its progress lies in an 
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attempt to establish a barrier zone with 
effective insecticides and adequate con- 
trol studies at some point where a ter- 
rain funnel of small enough size can be 
found between its prescnt location and 
its future zones of activity. Careful 
study of aeronautical charts and terrain 
maps indicates that the most likely place 
where this could be done is in the vicin- 
ity of La Ceiba.in northern Honduras. 
Here there is a narrow strip of coastal 
rain forest, a range of mountains (Cerros 
de los Andes), and the valley of the 
Rio Aguan, where a transecting strip of 
terrain about 35 miles in length and 
5-10 miles in width, running southeast 
or southwest across these terrain fea- 
tures could be utilized as a barrier zone. 

Reconnaissance of this area would 
undoubtedly demonstrate that the entire 
strip would not require intensive treat- 
ment with DDT or other insecticides, 
but only those parts of it capable of 
transmitting the epizodtic. An outline 
of this project has already been pub- 
lished.’* At the present rate of progress 
of the wave this region should be in- 
volved in about two years (July, 1954), 
subject to revision as necessitated by 
further developments in Nicaragua. 
There is still ample time for considera- 
tion and planning. If this region is 
successfully blocked, but by-passed by 
the wave, then “jungle Yellow Jack” 
wiil in due time claim many more vic- 
tims in Honduras, Guatemala, British 
Honduras, and Mexico. If an attempt 
is made to block the wave, even without 
success, we shall have learned much 
more for having made the effort; but if 
no attempt be made to establish this 
barrier zone then the grim mechanism 
will continue to advance unchallenged 
by human intervention and we shall re- 
main merely the spectators in a great 
drama of our era. 


SUMMARY 
The main front of the wave of sylvan 
yellow fever which originated from 


eastern Panama in 1948 has advanced 
westward across Panama, northwestward 
through Costa Rica, and northward into 
southeastern Nicaragua to an active 
epidemic center 45 miles northeast of 
Lake Nicaragua in the Department of 
Chontales (July-September, 1952), hav- 
ing moved 580 miles in 44 months. 

An epizoétic area in the northeastern 
section of the Province of Guanacaste, 
Costa Rica, extending from Arenal Lake 
to San Juan del Sur in the Isthmus of 
Rivas, threatens the Pacific coast of 
Nicaragua. 

A secondary wave in southwestern 
Costa Rica, detected in October, 1951, 
has not advanced into the Pacific water- 
shed of Panama, and its northwestern 
front is located at the present time in 
the vicinity of Parrita~-Quepos. 

Since the main wave is expected to 
continue its advance northward * 
through Nicaragua and westward 
through northern Honduras to Guate- 
mala and Mexico through a terrain fun- 
nel in the vicinity of La Ceiba, 
Honduras, a project is presented for an 
effort to block the progress of the wave 
in this region before July, 1954. 

As the front of the main wave moves 
northward into the long valleys of 
eastern Nicaragua many eventualities 


must be anticipated and the problem of 


maintaining contact will become more 
complicated. Honduras and Nicaragua 
should coérdinate efforts to maintain a 
constant alert for penetrations of the 
central mountain mass by both epizodtic 
and epidemic episodes. Many of these 
penetrations will prebabiy fail to cross 
the highlands, but some might do so. 
pee alone will prevent the devel- 
opment of chaos and confusion, and the 
necessary precision can be maintained 
only by a systematic acquisition of 
human and monkey livers for histologic 


* Latest reports from Nicaragua (October 10, 1952) 
indicate that the wave is moving northward up the 
Atlantic watershed of Nicaragua, and that still no 
cases have been detected from the Pacific side. 
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examination. Probably by July, 1953, 
the country of the Mosquitia Indians in 
the valley of the Rio Coco, in north- 
eastern Nicaragua, will be invaded. The 
events of the next 15 months will deter- 
mine the feasibility of the La Ceiba 
project. 
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INTERPRETATION OF MAP SHOWING 
PROGRESS OF SYLVAN YELLOW 
FEVER WAVE IN CENTRAL 
AMERICA (AUGUST, 1952) 


. The area east of the Pacific outlet of the 


Bayano River in eastern Panama has been 
recognized as an enzodtic area for sylvan 
yellow fever since 1929. 


. The Pacora district was the site of the ini- 


tial epidemic outbreak west of the Bayano 
River in November and December, 1948 
(five deaths). Although this initial out- 
break was not officially diagnosed as yel- 
low fever until January 14, 1949, the Gov- 
ernment of Egypt had already declared a 
quarantine against Panama and the Canal 
Zone as being within the endemic area of 
yellow fever, effective December 12, 1948. 
(Relevé Epidémiologique Hebdomadaire 
No. 104). This curious coincidence is still 
not clearly understood locally. 


. The Buena Vista region was the site of the 


second epidemic outbreak in August and 
September, 1949 (three deaths). 


. The observations of Collias and Southwick 


indicate that the clans of howling monkeys 
on Barro Colorado Island in Gatun Lake 
were markedly depopulated by an epizodtic 
shortly after the dry season (Jan—Apr.) 
of 1949. 


.A proved fatality originated from the 


Chagres district west of the Canal Zone in 
January, 1950. At the same time reliable 
reports indicated that an epidemic with 
many fatalities was occurring among the 
natives along the Rio Indio 1* (next river 
west of this locality as shown on map), 
although no official investigation was made 
at the time. On March 10, 1950, the Min- 
istry of Health of Costa Rica was warned 
through diplomatic channels to anticipate 
involvement of the Atlantic side of Costa 
Rica in from 14 to 18 months. 


.In April, 1951, a workman engaged in a 


highway survey through virgin forest died 
of yellow fever in the Almirante Hospital 
of the Chiriqui Land Company. Within a 
week an intensive vaccination campaign 
was undertaken in Costa Rica. 


.In June, 1951, yellow fever virus was 


isolated from a patient admitted to the 
Almirante Hospital from the vicinity of the 
village of Nievecita, but just across the 
border in southeastern Costa Rica. The 
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virus was recovered from a specimen of 
serum sent for a mouse protection test to 
Dr. Enid de Rodaniche, virologist at Gorgas 
Memorial Laboratory and professor of bac- 
teriology at the Medical School of the 
University of Panama. 


8-12. From July 23 to October 18, 1951, 


yellow fever developed with explosive vio- 
lence in these five epidemic cefiters. Com- 
plete autopsies on more than 40 fatal cases 
were performed at San Juan de Dios 
Hospital in San José by Drs. Marcial Fallas 
Diaz and Rodolfo Céspedes Fonseca, and 
extensive clinical and clinical pathological 
studies were conducted by the staff of the 
hospital on several hundred patients. The 
virus was again isolated by Licenciado 
Alfonso Trejos Willis in the bacteriological 
laboratory of the hospital. 


.Early in October, 1951, monkeys began 


dying in large numbers in the vicinity of 
Potrero Grande in the valley of the Ca- 
bagra River, and a human fatality was 
diagnosed here on October 21. An unex- 
pected crossing of the continental divide 
into the Pacific forest had occurred. Two 
trails of fatalities in both arboreal primates 
and native farmers began extending at 
practically equal speeds, one moving south- 
east to the Burica Hills Peninsula, and the 
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other moving northwest toward Puerto 
Quepos, as the secondary wave expanded 
in this area of high rainfall. 

In February, 1952, a farmer residing in the 
Burica Hills Peninsula died of yellow fever 
in the Puerto Armuelles Hospital. By this 
time an extensive revaccination program 
had been completed in western Panama, 
undertaken when information was received 
of the break-through in the Cabagra River 
valley. There has been no epidemiologic 
evidence of any further advance eastward 
into the heretofore uninvolved Pacific 
watershed of western Panama, probably 
due to the lower seasonal rainfall of this 
region, and this southeastern front of the 
secondary wave appears to have dissipated. 


.A traveling salesman who had visited San 


Isidro del General developed yellow fever 
about a week after his return from that 
region and died on March 14, 1952. During 
June,/ July, and August several proved 
fatalities occurred in the Bari-Platanillo 
area and two more developed in_ the 
Parrita-Quepos area to the west in August 
and September, the last having been a 
25-year old farmer who died on September 
6, 1952. Positive monkey livers had pre- 
viously been acquired by Dr. Vargas from 
the vicinity of La Uvita, Puerto Cortés, 
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and Quepos. This again somewhat ex- 
plosive outbreak along a wide front in the 
Pacific watershed resembles the pattern of 
the Atlantic side epidemic centers in north- 
eastern Costa Rica in July, August, and 
September, 1951. However, the sequence 
of events leading up to it has not as yet 
been fully analyzed. 

. During June and July, 1952, several posi- 
tive monkey livers were obtained by the 
director of public health of Costa Rica 
from the eastern side of the Province of 
Guanacaste on the Pacific slope of the con- 
tinental divide extending northward from 
Arenal Lake toward the Isthmus of Rivas. 
On July 18, 1952, the carcass of a recently 
dead monkey, the body of which was still 
warm, was found by Dr. Patrick N. Owens, 
director of yellow fever control in Central 
America for the Pan American Sanitary 
Bureau, in the vicinity of San Juan del Sur 
in the Isthmus of Rivas, and submitted to 
the minister of health of Nicaragua for 
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examination. The liver showed the typical 
microscopic lesion of yellow fever. The 
broken arrow on the map indicates the 
region involved ir this epizoétic threat to 
the Pacific side of Costa Rica in Guana- 
caste and to the Pacific side of Nicaragua. 
No human cases have as yet been reported 
from either country in this region, and 
chances are even that the northward ex- 
tension will be arrested by the open 
country surrounding the town of Rivas in 
Nicaragua. 

7. Within a region approximately 25 miles in 
diameter in the Department of Chontales in 
Nicaragua the current epidemic center 
(July, August, and September, 1952) indi- 
cates the present location of the active 
front of the main wave. 

.Here the site of the proposed “La Ceiba 
Project” is indicated by a tentative barrier 
zone shown on the map. It is recommended 
that this barrier zone be in readiness not 
later than January, 1954. 


Blue Cross 


In an attempt to determine the feasi- 
bility of including visiting nursing serv- 
ice among Blue Cross benefits, the 
Associated Hospital Service of New York 
has undertaken a two-year experiment in 
providing visiting nursing service to a 
limited number of its members upon dis- 


Experiments 


charge from hospital. It is hoped that 
the experiment will indicate whether 
length of hospital stay can be reduced 
by providing nursing service upon dis- 
charge. Participating in the experiment 
are three voluntary hospitals and three 
visiting nurse associations. 
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The Investigation of Food-Borne 
Outbreaks of Acute Gastroenteritis 


MILTON FEIG, M.D., M.P.H., F.A.P.H.A. 
Director, Section on Preventable Diseases, Wisconsin State Board of Health, 
Madison, Wis. 


OOD poisoning and food infection, 

two disease groups characterized by 
acute gastroenteritis, have replaced the 
typhoid-paratyphoid group of enteric 
fevers as the most common food-borne 
gastrointestinal diseases. These forms 
of acute gastroenteritis occur endemi- 
cally, most frequently involving but one 
or two individuals. They are very 
rarely reported to health agencies. How- 
ever, those occasions in which the dis- 
ease occurs in the form of outbreaks 


which may involve large numbers of per- 
sons, sometimes producing hundreds of 
cases, receive a great deal of public 


attention. Whether the incidence of 
such outbreaks has increased in recent 
years may well be questioned, but the 
fact is beyond debate that when these 
outbreaks do occur they present a many- 
faceted and difficult problem to the 
health authorities. 

Defects in food sanitation are always 
secondarily responsible and can in most 
instances be readily determined by in- 
vestigation. To determine the original 
source of contamination and complete 
the chain of transmission is often very 
difficult. This paper will deal with some 
of the problems and procedures involved 
in the investigation of these outbreaks. 
Since the number of individuals involved 
in food-borne outbreaks of acute gas- 
troenteritis is extremely variable, the 
direction and intensity of approach in 
their investigation will vary accordingly, 
but the objectives will remain the same. 


The primary purpose of the investiga- 
tion of these outbreaks is the prevention 
of subsequent occurrences. 

In general, it may be stated that out- 
breaks of acute gastroenteritis fall into 
one of two etiological groups; i.e., they 
may be either of toxic or infectious 
origin. It is not intended to enter into 
a detailed discussion of etiology in this 
outline. Briefly, it may be stated that 
the great majority of food-borne gastro- 
enteric outbreaks will be due to Staphy- 
lococcus enterotoxin. Consideration of 
the infectious type will be limited 
essentially to the Salmonella and Shigella 
organisms. While there may be some 
similarities in the specific preferences of 
these types to the nature of the food 
vehicles involved and some common 
factors in the mode of transmission, 
nevertheless even in these respects there 
occur appreciable differences. 

Some variations in the clinical and 
epidemiologic patterns of etiologically 
different outbreaks are known to exist, 
particularly in respect to the incubation 
period, but overlapping must be recog- 
nized, and absolute etiologic determina- 
tion must depend upon the correlation 
of these patterns with proper laboratory 
study. | As a matter of fact it is chiefly 
by such study that many of the most 
appropriate specific preventive recom- 
mendations can be applied; for example, 
by finding the individual with super- 
ficial skin, eye, ear, nose, and throat 
infection who is proved to be the re- 
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sponsible carrier in Staphylococcus 
enterotoxin outbreaks; or the establish- 
ment of the human Salmonella or Shi- 
gella carrier in the infectious outbreaks 
and the determination of subsequent 
carriers among those ill as a result of the 
outbreak. Also, the use of originally in- 
fected foods may be determined, such 
as in the case of Salmonella-infected 
fowl. 

Inasmuch as the outbreaks them- 
selves, as well as the individual cases, 
are abrupt and dramatic in nature and 
the symptomatology, though short-lived, 
is frequently severe, much public in- 
terest is attached. thereto. The possi- 
bility of legal involvement often makes 
it advisable for the health agency to 
have a record of those individuals who 
were affected. Knowledge of the indi- 
viduals (both affected and nonaffected) 
exposed to the outbreak is also necessary 
for proper epidemiologic and laboratory 
study. 

Investigation should be _ directed 
toward: 

. Determining the responsible meal. 

. Establishing the food item or items re- 

sponsible for the outbreak. 

. Determining the specific nature of the in- 
fection or contamination. 

. Determining the method and source of 
contamination. 

. Using the opportunity afforded by the in- 
vestigation to instruct all groups and in- 
dividuals contacted in the proper handling 
and preparation of foods. 


SUGGESTED PROCEDURE 
1. Determining the Responsible Meal 

This, as a rule, is not difficult. The 
meal responsible for the outbreak is 
readily determined by establishing a 
common time-place factor among the in- 
dividuals who became ill. 

In some instances (although too few), 
where staphylococcal enterotoxin is in- 
volved and the incubation period is ex- 
tremely short, this factor becomes 
established automatically inasmuch as 
the investigator may arrive at the scene 
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while individuals are yet ill, and more 
are becoming so. This is rare and im- 
plies unusual promptness in reporting. 

Under other circumstances the ques- 
tioning of a single individual who be- 
came ill will often be sufficient to 
determine the responsible meal. Such 
individual will in all probability know 
of others who partook of food at the 
same time and place, and who also be- 
came ill. This applies regardless of the 
nature of the outbreak, whether toxic or 
infectious, and regardless of the incuba- 
tion period. With the longer incubation 
period, such as is more common in the 
infectious type of outbreak, and with the 
responsible food being ingested relatively 
early in the day (at breakfast or lunch) 
it is possible that another meal may in- 
tervene. Nevertheless, there will be 
found no common time-place factor for 
the intervening meals. In outbreaks in- 
volving many individuals, this common 
time-place factor becomes outstandingly 
obvious; in small outbreaks the common 
source will still be readily ascertainable 
as noted above. 

It must be acknowledged that in a 
few instances there will be no common 
time-place factor. In such cases, a 
common “place” factor, and occasionally 
a common “place-food” factor can be 
established. This is likely to be true in 
eating establishments, where the same 
contaminated food vehicle may be used 
at several meals. 


2. Determining the Responsible Food 
Item (s) 

Elasticity of approach is indicated in 
this phase of the investigation, and the 
determinants to such approach will be 
dictated by such considerations as the 
lapse of time between the reporting of 
the outbreak and its occurrence, the 
availability of leftover foods and their 
suitability for laboratory study, and 
finally the number of persons involved in 
the outbreak. The food items acting 
as vehicles of transmission in these out- 
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breaks may be determined either 
through field epidemiological study or 
laboratory study or, most satisfactorily, 
by the use of both methods. 

When too great a period of time has 
elapsed before the outbreak has been 
reported, the investigator is frequently 
faced with the unfortunate fact that all 
the possibly incriminated food has either 
’ been thrown away (to prevent anyone 
else becoming ill, and often upon med- 
ical advice), or is beyond usable recovery 
(in garbage cans, etc.), or had been 
handled so much and so improperly that 
the probability of bacterial contamina- 
tion subsequent to the outbreak is much 
greater than before the outbreak. Labo- 
ratory study of the food would under 
such circumstances often prove nothing 
except the presence of bacterial contam- 
ination. Where too long an interval of 
time has intervened, and the foods 
implicated are either no longer available 
or too heavily contaminated subse- 
quently, then the responsible food items 
can be determined only by epidemiologic 
study through the means of specific 
attack rates among ill persons for those 
foods which were available at the meal. 
Such rates will also be of value, even 
when the suspected food items are avail- 
able and in good condition for bacteri- 
ological study, and will help appreciably 
in diminishing the amount of laboratory 
work to be done. In small outbreaks, in- 
volving few persons, attack rates can be 
determined rapidly. In large outbreaks, 
it is not wise to wait for complete re- 
turns before selecting the foods—a 
reasonable and rapid sampling of a few 
reports from some of the ill persons will 
be adequate to select the more likely food 
items for immediate laboratory work. In 
‘outbreaks in which no common time- 
place, place, or place-food factors can 
be determined, the finding of a common 
food factor is the anly determinant for 
subsequent investigation. This is par- 
ticularly true in those instances involv- 
ing house-to-house distribution of foods. 
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Regardless of contamination of in- 
criminated foods subsequent to the 
outbreak they should be retained by the 
investigator for purposes of possible 
laboratory study for chemical poisons, 
should such study be found necessary. 

The following steps are suggested for 
determining the responsible food items: 


1. Secure a complete list of the foods which 
were available at the meal involved. This 
should be obtainable from the person in charge 
of the affair or meal; ic., housewife, caterer, 
restaurant owner, manager, cook, etc. 

2. Instruct such persons to keep all remain- 
ing foods or food remnants well covered sepa- 
rately and under refrigeration until further 
notice. Such foods may be confiscated and 
kept refrigerated by the investigator if he con- 
siders it more desirable. 

3. Secure a complete list of the names and 
addresses of all persons present at the meal. 


Such a list is usually obtainable from 
the sources listed above. If the meal 
involved was an “affair” of some organi- 
zation, frequently an official of the 
organization such as the secretary, 
treasurer, or a committee chairman can 
readily supply the desired information. 

It may be necessary in the case of 
large outbreaks to wait at least 24 hours 
to obtain such a complete list. Mean- 
while, secure the names of about a 
dozen persons who became ill. Contact 
them immediately, and find out what 
they ate at the meal. This procedure 
will often narrow the field of possible 
contaminated foods considerably, usu- 
ally from one to three items. 


4. Secure information from those persons 


present at the meal (item 3) in order to de- | 


termine (a) what foods they ate; (b) whether 
they were ill; (c) the incubation period; (d) 
other information as desired. 


In most instances appropriate ques- 
tionnaire forms are available or can 
readily be constructed. Other informa- 
tion may be included as the epidemi- 
ologist wishes. 

The choice of what particular method 
of case investigation should be employed 
must be determined chiefly by the size 
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of the outbreak and the number of per- 
sonnel available to the health depart- 
ment for purposes of such investigation. 
While personal interrogation is ordi- 
narily considered more desirable, in 
many health departments this method of 
investigation becomes impractical when 
the ratio of the number of individuals 
involved to the number of available 
health personnel is too great. Under 
such circumstances the use of the mails 
to secure the information requested in 
the questionnaire is not only more prac- 
tical, but speedier and in all likelihood 
as accurate. The success in terms of 
completed returns, promptness, and 
accuracy of replies is often astonishing. 
Statistical analysis of the returns will 
reinforce the results obtained through 
bacterial study of the incriminated food, 
and in many instances where laboratory 
study does not yield positive results, will 
be the only evidence that a given food 
item was responsible for the outbreak. 
This also holds true in those instances 
where no foods are available for bac- 
teriological study, or where contamina- 
tion subsequent to the onset will invali- 
date the laboratory findings as indicative 
of the causal relationship between the 
food vehicle and the ensuing disease. 

Regardless of the size of the outbreak, 
a reasonable number of the patient 
group must be interviewed personally. 
The purpose of a personal interview is 
not so much to obtain the information 
sought by the questionnaire as to de- 
liver fecal specimen containers for 
laboratory study, to take advantage of 
the opportunity to stress the importance 
to the patient of his submitting such 
specimens for examination, and to give 
personal detailed instructions for their 
collection. 


3. Determination of the Source and 
Method of Food Contamination 
Although the responsible food has 
already been determined, or the field 
narrowed considerably by the sampling 
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method previously described, it would 
be wise to obtain some or all of the 
following information (as circumstances 
decide) on all the foods available, keep- 
ing in mind the possibility of chemical 
or some other form of nonbacterial 
poisoning: 

A. Information to be obtained at the 
place of the outbreak— 


1. The local source for each food item 
used at the meal. 

2. Where a food item has a “brand” name, 
secure the name of the brand, and the manu- 
facturer or packer as stated on the iabel. 

3. The form in which each item was 
packaged—open, in bags, in cartons, in 
crates, cans, or bottles. 

4. The method of transportation to the 
eating place. Time consumed in such trans- 
portation. Available refrigeration during 
transportation. 

5. Time of arrival at place of consump- 
tion. 

6. Place and method of storage until used. 

7. Preparation or modification before 
serving. 

a. Names and addresses of all persons 
preparing the food. 

b. Place of preparation. 

c. Time of preparation. 

d. Method of preparation. 

8. The time interval between the prepara- 
tion and eating of the food item. 

9. Place and method of holding the food 
between preparation and consumption. 

10. The names and addresses of all persons 
who may have served and handled the food 
from the time of its arrival to the time it 
was eaten. 


The purpose of these points of in- 
formation is to enable the investigators 
to determine (a) who the food handlers 
were at the scene of the outbreak or at 
the place of food preparation; (b) what 
hygienic errors occurred in the handling, 
preparation, or storing of the food; (c) 
what specific vessels, containers, equip- 
ment, storage, and preparation rooms 
(kitchens, etc.) should be examined and 
studied more carefully by the sanitary 
inspector; (d) what are the possible 
sources of contamination away from the 
scene of the outbreak which may war- 
rant subsequent examination. 

B. Information to be obtained at 
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secondary and other food sources—This 
heading refers to those places from which 
the food, prepared and eaten at the 
outbreak, was obtained going as far 
back to the original source as possible. 
Included in this chain may be the re- 
tailer, wholesaler, or distributor, canner, 
processer or manufacturer, slaughterer, 
and farmer. 

The purpose of investigating these 
sources of food contamination and the 
specific nature of the information de- 
sired is the same as that mentioned 
previously for the most immediate 
sources. Not all the groups in the chain 
need be investigated. Should the source 
of contamination be shown to be those 
most closely involved in the outbreak, 
then the investigation should stop at 
that point. Should it be necessary to 
go farther afield, then the investigation 
may be stopped at any point in the chain 
which reveals the source. As one leaves 
the immediate field of the outbreak it 
becomes necessary in many instances to 
secure the participation of other health 
agencies both in the same and other 
states. Before engaging in a far-flung 
investigation involving many agencies 
the health officer should be sure that 
all local sources of contamination (which 
are those most frequently found re- 
sponsible) have been eliminated as pos- 
sibilities, and certain that the food item 
investigated has been established either 
chemically, bacteriologically, or epi- 
demiologically as the vehicle of trans- 
mission. 

C. Determining the ultimate source 
of contamination—Finding the ultimate 
source of food contamination resolves 
itself into two lines of approach; first 
finding the human carrier and second 
(should the first be eliminated) finding 
the infected animal or other source. 
Whether one or both lines of investiga- 
tion are engaged in depends upon the 
judgment of the investigator in respect 
to the specific nature of the outbreak. 
However, regardless of the specific na- 
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ture of the outbreak, all the food han- 
dlers most closely associated with it 
should receive a competent medical 
examination. A well taken history, with 
emphasis on recent acute illness and 
chronic digestive disturbances as well 
as skin and respiratory disease is essen- 
tial. The physical examination should 
include observation of the skin, eye, ear- 
nose-throat, and the perianal region. 
The taking of nose and throat cultures 
and fecal specimens for bacterial culture 
from all food handlers must be routine. 
Subclinical infection of the respiratory 
tract may contaminate food with toxin- 
forming staphylococci. Should there be 
evidence of suppurative skin lesions, or 
of an otitis media or externa, cultures 
from these infected areas are certainly 
indicated. Asymptomatic Salmonella 
and Shigella carriers are not uncommon 
and so routine fecal cultures should be 
obtained from all food handlers, regard- 
less of history and examination findings. 

Where bacteriologic study of the con- 
taminated food reveals the presence of 
Salmonella or Shigella, then at least 
three successive stool specimens should 
be taken from each food handler before 
such person is eliminated as a possible 
carrier source. If a food handler had 
also partaken of the contaminated food 
at the incriminated meal, then a positive 
stool culture yielding the same organism 
would have no significance other than to 
indicate another victim, unless the food 
handler gives a definite history of gas- 
trointestinal disturbance prior to the 
outbreak. 

While the human carrier source 
among food handlers must be sought for 
diligently, the possibility of other means 
of contamination must be borne in 
mind, particularly where organisms 
other than staphylococci are involved. 
The possible purchase of Salmonella dis- 
eased!or infected animals and fowls prior 
to slaughter, or their products, is not to 
be ignored. Whether the original foods 
remain available or not, carrying the 
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investigation back to the places of pur- 
chase, slaughter, or breeding may reveal 
Salmonella disease in other animals, de- 
fects in hygiene or sanitation, and the 
need for rodent control in particular, all 
of which will be of great subsequent 
preventive value. Identification of the 
strains found in these animals with 
those isolated from the patients will help 
establish the cause of the outbreak. The 
temperatures and time periods used in 
the preparation of these products, and 
defects in handling, storage, and re- 
frigeration will readily be correlated 
with the bacteriologic findings and com- 
plete the chain of transmission. 

While the determination of the human 
carrier source is desirable in the investi- 
gation of food-borne Shigella outbreaks, 
the possibility of the fly must be kept 
in mind as an added insect vector which 
may contaminate food, particularly food 
prepared in extremely unhygienic sur- 
roundings. In such circumstances the 
human carrier need not be found among 
the food handlers, but the extreme in- 
sanitation. of the surrounding area as 
well as the immediate vicinity, and the 
poor practices in the storage, prepara- 
tion, and refrigeration of the food will 
again point in the direction for further 
investigation. 


4. Determination of the Etiology of the 
Outbreak 

Although the epidemiologic pattern of 
the outbreak (as manifested by the in- 
cubation periods, the chronogramic pic- 
ture of case onsets, and the clinical 
nature of illness) may yield significant 
information concerning its probable 
cause, the possible overlapping of these 
elements frequently makes final diagno- 
sis depend upon laboratory verification. 

Where epidemic acute gastroenteritis, 
with an extremely short incubation 
period occurs, staphylococcal entero- 
toxin is the most likely cause. Investi- 
gation is to be directed toward the 
presence of the hemolytic Staphylococ- 
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cus in the incriminated food and in the 
food handler. This presupposes that the 
food has been so handled as to make 
contamination subsequent to the out- 
break, improbable. Should the hemo- 
lytic Staphylococcus be isolated from 
both the carrier and the vehicle, then 
the organisms from both sources should 
be checked for enterotoxin production, 
and final identification of both cultures 
by phage typing is highly desirable. 
Where organisms of questionable patho- 
genicity for this disease have been iso- 
lated from the food vehicle and the 
patients’ stools, then as in clinical medi- 
cine, the epidemiologist must evaluate 
the laboratory findings with the entire 
epidemiologic and clinical picture to de- 
termine whether such organisms were 
“secondary” invaders and to seek addi- 
tional laboratory studies. Where bac- 
terial study is completely negative, the 
possibility of endogenous or exogenous 
chemical toxins and poisons must be 
investigated. This line of laboratory 
search must also be guided by a con- 
sideration of the epidemiologic and 
clinical findings. 

In outbreaks with longer incubation 
periods, the possible etiology of the 
Salmonella and Shigella groups enters 
into consideration. The chain of trans- 
mission is completed when the same 
species of Salmonella is isolated from the 
human or animal carrier, the vehicle, and 
the patients’ stools. It is not to be 
expected that successful isolation will be 
achieved in all patients, and so a reason- 
able number of patients must submit 
fecal specimens for study. F vod han- 
dlers should submit several specimens 
before being dismissed as possible car- 
riers. For adequate species identifica- 
tion it will in all likelihood be necessary 
to forward cultures to Salmonella labo- 
ratory centers. 

Because of the difficulty of isolating 
Shigella from patients’ stools, it is of 
the utmost importance that fecal speci- 
mens be procured from patients as early 
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as possible in their illness. It is desir- 
able that more than a single specimen be 
obtained, and that an adequate number 
of patients submit specimens. Multiple 
fecal specimens must be insisted upon 
from food handlers before they are 
eliminated as possibie carriers. Should 
the Shigella groups isolated from pa- 
tients, food, and carrier or other source 
be the same, typing of the organism 
would then be indicated. 

The laboratory should be furnished 
with pertinent field and clinical data 
not only verbally but also in written 
form with each sample submitted. The 
importance of following the recom- 
mendations of the laboratory for the col- 
lection and forwarding of all specimens 
cannot be overemphasized. Many speci- 
mens, originally satisfactory for signifi- 
cant laboratory study, have been col- 
lected and forwarded so improperly that 
much subsequent work has been ren- 
dered useless. It would be desirable 
therefore to conclude with the follow- 
ing general recommendations at this 
point: 

Where laboratory facilities are not 
nearby and food has to be transported 
by mail or express, sterile containers 
must be used; boiling the container for 
30 minutes is the method of choice for 
sterilization. Even if laboratory facili- 
ties are immediately available, if the 
food receptacle is to be changed, it 
should be sterile. 

Should the container be too bulky, 
and chemical sterilization be advisable, 
it is suggested that the director of the 
laboratory to which the specimen is to 
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be sent be requested to make recom- 
mendations as to the chemical to be 
used and procedure to be followed. 

Where the food to be examined is too 
bulky for shipment, and it becomes 
necessary that samples be taken for 
laboratory study, it would also be wise 
to consult with the laboratory director 
and secure his advice concerning (a) 
the number of samples to be taken from 
a single large food specimen; (b) the 
parts of the whole specimen from which 
samples should be taken; (c) the size 
of the samples; (d) the technic to be 
followed in securing the samples with 
minimum risk of further contamination. 
While water-sampling bottles are excel- 
lent for the transportation of liquid 
specimens, it is also recommended that 
for large quantities of a suspected liquid 
food, that the sampling method be em- 
ployed, and that the laboratory director 
be consulted for his advice. 

Regardless of the type of holding 
container used, it must be tightly sealed 
and placed in an outer container. This 
outer container should be insulated and 
contain dry ice to maintain proper re- 
frigeration until it reaches the labora- 
tory. The outer container must be 
labeled conspicuously, with a statement 
to the effect that its contents are a 
“specimen for bacteriological examina- 
tion.” 

A statement of pertinent information 
should always accompany the specimen 
to the laboratory—the nature of the 
sample; date, time, and place of col- 
lection; method of collection; and sus- 
pected nature of the outbreak. 
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Occupational Diseases Associated with 
the Importation of Raw Materials* 


DANIEL C. BRAUN M.D., anno JOHN F. OSTERRITTER, 
M.D., M.P.H. 
Medical Director, Industrial Hygiene Foundation, Mellon Institute; and Graduate 
School of Public Health, University oj Pittsburgh, Pittsburgh, Pa. 


HE United States is of course the 

world’s largest importer of raw mate- 
rials. Even though this country has 
large quantities of many of these basic 
commodities, our vast industrialization 
requires huge amounts over and above 
our native supplies, thus making im- 
portation necessary and confronting us 
with a number of occupational disease 
hazards. 

In preparing a discussion of the oc- 
cupational diseases associated with the 
importation of raw materials, it was 
necessary to decide the extent to which 
we should follow imported materials 
through their successive stages of han- 
dling, leading to a finished product. It 
was difficult to determine immediately if 
an occupational disease resulting from 
the processing of raw materials should 
be associated with the importation of 
those substances. In addition, there are 
occupational diseases related to those 
materials which are both native and im- 
ported. Perhaps an all-inclusive treat- 
ment of the subject should cover such 
diseases also. However, in this discus- 
sion we will consider mainly those 
disease hazards associated with raw ma- 
terials before they are processed. 

The very term “raw material” is am- 
biguous, its connotations being fluid and 
dynamic. Many so-called raw materials 
are actually finished products, but are 
used as the raw material for a more 

* Presented before the Industrial Hygiene Section of 
the American Public Health Association at the 
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complex commodity. In addition, what 
at one time may have been considered 
a finished product may later become, in 
fact, a raw material. Coal tar is an 
example. At one time coal tar was 
marketed and used as a final finished 
commodity, but all of us know that it is 
now a basic raw material in numerous 
chemical processes. There are, how- 
ever, many basic substances which are 
imported and which are raw materials in 
the strictest sense of the term. They 
include crude natural rubber; crude 
petroleum; various ores; certain plants 
used in textile and rope manufacture; 
foodstuffs, including sugar, spices, coffee, 
tea, grain, etc.; natural resins, vege- 
table and mineral oils and fats; hides, 
skins, and furs; and many more depend- 
ing upon the method of classification. 

When one considers the multiplicity 
of these materials, the vast quantities 
imported, and the numerous processes 
involved in transforming them into fin- 
ished products, it is not surprising that 
the hazard of occupational disease is 
great. These materials are first encoun- 
tered by the individuals who gather, 
package, and transport them. Others 
come in contact with them in the un- 
loading and unpacking process. It is to 
these groups that we will devote our 
main attention. The diseases to which 
they are subject may be grouped 
roughly into four categories: infections 
and infestations; dermatoses; pulmo- 
nary diseases; and a group of miscel- 
laneous diseases. 
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INFECTIONS AND INFESTATIONS 

One of the first infectious diseases 
which comes to mind is anthrax. Since 
1939 there has been a gradual but sig- 
nificant increase in the incidence of 
industrial anthrax in the United States, 
particularly in the New England and 
Middle Atlantic States. It is probably 
due to increased importation of wool and 
hair for use in the manufacture of car- 
pet. Much of this wool and hair is 
imported from areas where there is little 
animal disease contrel and much anthrax 
infection. A recent study by Wolff and 
Heimann ' indicates that 90 per cent of 
this infected hair was goat hair, most of 
it imported from India and Pakistan. 
Goat skins from the same areas are also 
offenders. Of the “dangerous wool” 
areas, India, Pakistan, Western Asia and 
China are the worst offenders, but North 
Africa and Southern Europe must be 
included. The nongrease wools are the 
most frequently infected. 

Incidentally, no government has yet 
established a disinfection station for 
skins and hides at a port of entry.* 

Human anthrax occurs in all stages 
of the handling, transportation, unload- 
ing, processing and weaving operations 
of the wool and hair, and in the tanning 
of hides and skins to leather. 

There are many other disease hazards 
in the infectious group. Both glanders 
and hoof-and-mouth disease are related 
to the importation of livestock and 
products derived from them. Q fever 
can result from handling goat hair, raw 
wool, dairy products, meat, and stock. 
Psittacosis occurs from contact with 
birds of the parakeet family and their 
plumage; and actinomycosis appears in 
connection with straw and certain ani- 
mals. ‘Sealfinger” is the colorful collo- 
quial name for another infectious disease, 
found among men who gather and 
handle seal pelts. 

Tetanus is encountered in the han- 
dling of jute.* Jute is retted by steep- 
ing the stems in tanks and ponds prior to 
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separating the fiber from the wood. In 
all probability, the mud that clings to 
the fiber is the carrier of the tetanus 
spores. When the bales are opened and 
the contents shaken, a great deal of dust 
is produced. This dust consists of dried 
mud, grit, vegetable fiber, and tetanus 
spores, subjecting to the disease those 
who gather, unbale, and process the 
material. 

There are also accidental infections 
and infestations encountered in import- 
ing raw materials, accidental in that 
they are not associated with the mate- 
rials themselves, but are contracted from 
rodents and insects which infest ships 
and come in contact with the cargo. 
Weil’s disease, pemphigus, tularemia, 
tuberculosis cutis, schistosomiasis, ma- 
laria, yellow fever, and filariasis are 
some of the more important maladies. 


DERMATOSES 


Yeast and mold infections are always ‘ 


potential hazards to workers handling 
vegetable matter such as straws, woods, 
plants, and grains, because of the affin- 
ity of these organisms for such sub- 
stances. 

. Insect infestation is a major source 
of dermatitis. An urticarial type of 
lesion has been reported in dock workers 
handling African mahogany wood, the 
bark of which was infested with Hypho- 
niycetes. Mites, ticks, lice, and flies are 
responsible for a variety of dermatoses 
in persons handling materials infested 
with these insects. The parasite Pedi- 
culoides ventricosus is responsible for an 
interesting variety of “itches.” “Grain 
itch,” for example, has appeared in epi- 
demic proportions among workers who 
have contact with rice, barley, and 
wheat that has been infested by the 
parasite. Frequently the lesion is seen 
on the faces and necks of workers who 
carry sacks of contaminated material 
upon their shoulders. Several cases of 
“grain itch” occurred in a broom fac- 
tory. Investigation uncovered the 
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information that the broom corn had 
been contaminated in transportation. It 
had been carried in a freight car which 
had previously transported infested Ar- 
gentinian wheat.* The same organism 
is sometimes found on raw baled cotton. 
It is also believed to be the etiologic 
agent in the so-called “water itch” of the 
coolies working on tea plantations and 
others who handle tea. A related organ- 
ism causes “cottonseed itch” in men 
who work with contaminated cottonseed 
in bulk quantities. Another mite has 
been known to give rise to a dermatitis 
in dock workers shoveling figs for a jam 
factory. The mite Tyroglyphus longior 
similar to the one causing “cottonseed 
itch,” is found in dried coconut kernels 
and produces the well known “copra 
itch.” An extensive outbreak of “copra 
itch” has been reported among dock 
workers in England.® Bites and stings 
of insects accidentally included in ship- 
ments of raw materials are always po- 
tential hazards. Worms constitute still 
another source of disease which may be 
considered occupational in nature when 
encountered in the process of handling 
imported materials. Most notable among 
these pests is the hookworm. 
are often contained in bits of mud, caus- 
ing contamination in the bags, barrels, 
or boxes of rice, cocoa, and similar mate- 
rials from Japan, South America, Puerto 
Rico, and the East Indies. There has 
been at least one incident in which the 
finely barbed hairs of a moth of the 
genus Hylesia produced a vesicular type 
of dermatitis. These moths plagued the 
crewmen of an oil tanker at anchor at 
Maturin Bar off the Venezuelan coast.® 

Dermatoses due to contact with vege- 
table fibers, plants, and woods are repre- 
sented by a formidable list of possible 
causative agents; we shall mention only 
a few of the more important ones. The 
botanical family of plants and woods 
known as the Anacardiaceae probably 
causes more dermatitis than all other 
families combined.’ In addition to the 
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commonly known poison ivy, poison oak, 
and poison sumac, this group includes 
the Japanese lacquer tree, the Indian 
marking nut, and the cashew nut tree. 
These woods and the oil of the cashew 
nut shell are well known for causing 
dermatitis. Not only the lacquers, 
varnishes and resins made from them, 
but also finished products coated with 
these materials, have been known to 
make trouble. Cashew bark exudes a 
gum which is used in the manufacture 
of mucilage, varnish, and indelible mark- 
ing inks, and is similar to gum arabic. 
These indelible inks are also made from 
the pericarp of the Indian marking nut 
and are employed to imprint bales, 
boxes, and other containers. The active 
principle involved in all these substances 
is a monohydric phenol-anacardic acid. 

Lemon grass oil used in perfume and 
as an adulterant for lemon oil is a potent 
producer of dermatitis. Mendelsohn * 
reported several cases in which an erup- 
tion resembling poison ivy appeared 
after six to eighteen days among men 
who had worked on a boat which arrived 
from India with a cargo of this oil. 

Figs and bananas have also produced 
skin irritations. They are considered 
to be sensitizers, but some cases origi- 
nally attributed to them have later been 
thought to have resulted from insecti- 
cides, disinfectants, and even the jute 
with which they were bound. Jute, by 
the way, is also used in the manufacture 
of carpet backing, rope, and packing. 
Although the soaps and oils used in 
processing it have been blamed for some 
skin irritations, there is a definite allergy 
to the plant itself. Red pepper, cayenne, 
and tobacco should be included in the 
list of vegetable substances which pro- ~ 
duce dermatoses. 

Many imported woods cause derma- 
titis. Usually the irritation is not severe 
and a hyposensitivity develops after a 
period of time. Men who have been 
working with them become “hardened” 
and are no longer affected. One of the 
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most common of these is Singapore 
mahogany, also a member of the no- 
torious poison ivy family. Another is 
lancewood, imported from Cuba, Brazil, 
and Guiana, and which is used for wagon 
shafts, handles, and similar purposes. 
The boxwood imported from the West 
Indies causes dermatitis and systemic 
poisoning as well. Mahogany from the 
West Indies, Honduras, and Africa; 
ebony from Brazil; walnut, rosewood, 
and coco bolo wood from the West 
Indies are among the malefactors. 


PULMONARY DISEASES 

While not as numerous as the derma- 
toses, pulmonary diseases may be caused 
hy many of the same materials. For 
example, many cases of asthma have 
been attributed to the inhalation of 
castor-bean pomace. Castor-bean and 
the pomace made from it are strongly 
allergenic. On several occasions bags 
contaminated by contact with these sub- 
stances were re-used in shipping green 
coffee... The asthma which affected 
workers handling the bags was at- 
tributed originally to the coffee, but 
later traced to the contamination. Green 
coffee, incidentally, does contain an 
allergenic fraction which is counteracted 
by roasting. Castor pomace is used as 
a fertilizer, particularly for tobacco and 
citrus fruits. It is said that the castor 
bean contains the most potent allergenic 
fraction known to man. 

Pneumoconiosis of coal trimmers on 
ships and silicosis resulting from the 
handling of various ores are both well 
known. An acute bronchiolitis is en- 
countered in working with bagasse. Al- 
though a fungus, especially Aspergillus, 
is always present, the disease is probably 
caused by the dust itself, rather than 
the fungus.’ Asthma, bronchitis, and 
pneumonia, frequently running a pro- 
tracted course, occur in men who handle 
grain, vegetable fibers, hay, and straw. 
Wheat dust has been particularly in- 
criminated. There have recently been 
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reported a number of cases of dyspnea 
developing in dockers unloading grains 
by hand shoveling." Emphysema and 
chronic bronchitis are found among the 
older men. Although at one time pulmo- 
nary tuberculosis, bronchitis, and pneu- 
monia were the principal killing diseases 
among dock workers, living conditions 
and personal habits were probably more 
important than the working environ- 
ment. 


MISCELLANEOUS DISEASES 

In addition to direct effects on the 
skin and lungs, a number of imported 
raw materials have been involved in the 
causation of systemic disease. A great 
many compounds have, at one time or 
another, been suspected of producing 
cancer. Among these are the chromates, 
coal tar, nickel carbonyl, and nitrates; 
the latter being imported in large quan- 
tities from Chile. Nickel carbonyl has 
been suspected of causing cancer of the 
bladder. A very recent paper by 
Mauro ?” describes the initial lesions and 
subsequent cancer developing in workers 
exposed to coal tar. 

Metals and metal-bearing ores capa- 
ble of producing disease include anti- 
mony, arsenic and its compounds, man- 
ganese and pyrolusite, cadmium, nickel, 
and mercury. Mercury is imported 
from Mexico in the form of a concen- 
trate known as livingstonite, from which 
the metal is obtained by reduction. 
Workmen handling sacks of this con- 
centrate have developed mercurial poi- 
soning in the course of several years. 

Under certain economic conditions 
various solvents are imported, and 
among these benzol and toluol should be 
noted because of their systemic effects. 

Ophthalmia and conjunctivitis are 
other miscellaneous conditions which 
have been encountered as a result of 
handling imports. The former occurs, 
for example, in the scutching and 
handling of flax after it has been dried. 
Sulfur and pitch have produced con- 
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junctivitis during the unloading pro- 
cedures. 

It has been stated that diabetes is 
extraordinarily prevalent among jute 
workers.’* Although interesting, the 
connection is difficult to conceive, and 
it is probable that other factors were 


responsible. 


CONCLUSION 

A review of the literature relating to 
this subject was disappointing because 
of the scarcity of material dealing even 
remotely with importation. In view of 
the magnitude of our importations, and 
of the large number of people employed 
in the relevant industries, it is surprising 
that so little attention has been given to 
the subject. Possibly the fact that each 
of these materials has been described 
separately in various works on industrial 
hygiene has made it seem unnecessary 
for anyone to view the problem strictly 
in connection with importation. 
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Legion Endorses Fluoridation 


The American Legion at its recent 
annual convention passed the following 
resolution introduced by its national 
child welfare commission: 


Wuereas, The fluoridation of municipal water 
supplies has, in tested areas, reduced dental 
caries in children by 60 to 65 per cent, and 

Wuenreas, The addition of fluoride to water 


supplied has the endorsement of the Ameri- 
can Medical Association, the American 
Dental Association, the United States Public 
Health Service, the State and Territorial 
Health Officers Association, and others, 

Now, Tuererore, Be It Resotvep, That the 
American Legion recommends that Posts 
give careful consideration to the matter of 
fluoridation of water as a means of pro- 
tecting the teeth of children. 
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Dietary Studies of School-Age Children 


in Ascension Parish, Louisiana* 


FLOY EUGENIA WHITEHEAD, DSc. 
Director of Nutrition, Wheat Flour Institute, Chicago, lll., and Visiting Lecturer 


sent results of dietary studies con- 
ducted in Ascension Parish, Louisiana, 
between 1944 and 1951, to discuss cer- 
tain changes in the over-all dietary 
practices, and to consider forces which 
have worked to produce those changes. 
Specific consideration will be given to 
the food habits of school-age children 
enrolled in grades 2 through 11. Results 
of these studies have been reported 
on a parish-wide basis in earlier papers * 
but this is the first time these data have 
been considered critically with respect to 
definite grade levels. 

Nutrition education in Ascension 
Parish, Louisiana, has been planned, 
developed, and evaluated in terms of 
definite aims and by teachers, pupils, 
parents, and others. Educational leaders 
in Ascension Parish have called upon 
community agencies as well as state and 
national representatives of home eco- 
nomics, health, and education to help 
with their school-community program— 
“The Improvement of Living Through 
Community Education.” Nutrition edu- 
cation, a very vital part of that pro- 
gram, has been developed by teachers 
and other school personnel with guid- 
ance from a nutritionist who worked 
full-time in Ascension from 1944 to 
1948 and returned there in 1950-1951 
to make certain evaluation studies of the 


program. 


* Presented at a Joint Session of the American 
School Health Associstion and the Dental. -Heaith, 
Food and Nutrition, and School Health Sections of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 21, 1952. 


in Nutrition, Harvard School of Public Health, Boston, Mass. 
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RESULTS OF FOOD HABITS SURVEYS 

A survey of food habits made in 
December, 1944, indicated that school 
age children in Ascension Parish were 
not as well fed as they might be—only 
1.6 per cent had food habits which rated 
“good,” 59.5 per cent rated “fair,” and 
38.9 per cent rated “poor.” A reduction 
in the number of poor food habits would 
indicate real improvement in the over-ali 
picture whereas a reduction in the num- 
ber of “fair” or an increase in the 
number of “good” may or may not mean 
improvement in food habits. Therefore, 
the discussion here is concerned prima- 
rily with fluctuations in “poor” food 
habits data. 

Figure 1 shows that the percentage 
of poor food habits in grades 2 through 
11 varies considerably and that there are 
more children with poor food habits in 
the high school grades than in the ele- 
mentary grades. 

These data, collected prior to any 
specifically planned program of nutri- 
tion education, show a positive relation- 
ship between grade increment in the 
elementary grades and the reduction of 
poor food habits. It appears that chil- 
dren in the eighth grade and throughout 
high school have food habits which are 
little if any better than those of children 
in the primary grades. Many surveys 
of children’s diets over the past decade 
support these findings in general.? 

The 1944 appraisal of food habits 
yielded specific information as to certain 
strengths and weaknesses of the chil- 
dren’s diets. The weaknesses were held 
as problems which could be approached 
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GRADE 2 3 


Ficure 2—Poor Food Habits of School Children—After a One Year Program of Nutrition 


Education, Ascension Parish, Louisiana. 


through nutrition education. Immedi- 
ately, teacher committees, representing 
various grade levels and interests, were 
organized to study results of the ap- 
praisal and to plan programs for solving 
their nutrition education problems. A 
supervisor of school lunch was appointed 
by the superintendent to work with the 
nutritionist to improve the school lunch 
program and to coérdinate that program 
with activities in classrooms and in com- 
munity projects. Such activities were 
planned and conducted with leadership 
from the teacher committees. 

A second food habits appraisal made 
in December, 1945, indicated a signifi- 
cant reduction in poor food habits 
throughout all grades (Figure 2). 


It may be that during the year chil- 
dren learned which foods were highly 
protective and that this improvement 
reflects increased knowledge rather than 
improved practice. However, as diet 
records kept by the children were cross- 
checked with school lunch records and 
found to be consistent, it was indicated 
that the improvement was due to real 
changes in food habits. This indication 
was further supported by physicians’ 
examinations * and by certain labora- 
tory tests of blood plasma taken from 
a representative group of high school 
girls.* 

The results of the second food habits 
appraisal motivated teacher committees 
to hold a parish-wide meeting for the 
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Ficure 3—Poor Food Habits of School Children—After a Two Year Program of Nutrition 


Education, Ascension Parish, Louisiana. 


Ficure 4—Poor Food Habits of School Children—After a Three Year Program of Nutrition 
Education, Ascension Parish, Louisiana. 


purpose of discussing what they had 
done to bring about improvement, and 
to plan activities for the new school 
year. Briefly, this schedule of annual 
appraisals of food habits, followed by 
evaluation meetings of teacher com- 
mittees, community leaders, and visiting 
consultants, started in 1944 and con- 
tinued through 1948. Figures 3 and 4 
show the continued reduction of poor 
food habits, with high school students 
having poorer practices than children in 
elementary grades. However, the dif- 
ference is not as great as it was, in 


1944, before a carefully planned pro- 
gram of nutrition education was de- 
veloped. 

Perhaps it is well to mention that each 
year the food habits appraisal was made. 
on a parish-wide basis including all 
schools and using records from grades 
2 through 11 without attempting to fol- 
low the same group of children from 
year to year. It is possible, however, to 
see what happened to approximately the 
same group of children by looking at 
Figure 4 and plotting a line from the 
percentage levels of grade 2 in 1944 
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Ficure 5—Poor Food Habits of School Children—After a Six Year Program of Nutritiow 


Education, Ascension Parish, Louisiana. 


to grade 3 in 1945, to grade 4 in 
1946 and to grade 5 in 1947. With 
only a few exceptions, this rather crude 
treatment of these data suggests that 
children within this program improved 
in food habits as they progressed from 
grade to grade. 

Between’ 1947 and 1950 there were no 
parish-wide appraisals of food habits but 
the annual parish-wide evaluation meet- 
ings were held under the guidance of 
local leaders. When the nutritionist re- 
turned to Ascension in 1950 to make 
certain evaluation studies, there was 
much interest in repeating the food 
habits appraisal. The results of the 
fifth parish-wide survey are given in 
Figure 5 and show changes in food 
habits after a six year program of nutri- 
tion education. 

Again, children in elementary grades 
have better food habits than do high 
school groups. 


FACTORS AFFECTING FOOD HABITS 

Improvements in children’s diets over 
the period 1944-1950 would be expected 
as the result of improved economic 
situations. Therefore, it is necessary to 
look at food habits of children in a 
comparable situation yet where no un- 
usual nutrition education program had 


been conducted before deciding which 
forces effected dietary changes in Ascen- 
sion. 

A comparison of food habits data 
from Ascension Parish with those col- 
lected in nearby St. Martin Parish 
showed that food habits in Ascension 
were significantly better than those in 
St. Martin. 

Protective food intakes as summarized 
in Table 1 showed that the over-all diet 
in St. Martin was hardly half as good 
as that in Ascension, yet potential food 
expenditures in Ascension were not as 
high as those in St. Martin during the 
interim years of this study. If economics 
alone were the dominant force affecting 
food habits, one would expect better 
diets in St. Martin than in Ascension. 
This was not the case; therefore, as far 
as this investigator has been able to 
determine, the dominant force effecting 
improved food habits in Ascension 
Parish from 1944 to 1951 was the edu- 
cational program. 


SUMMARY 

The results of food habits surveys 
conducted in Ascension Parish, Louisi- 
ana, have been presented. These data 
were collected for the purpose of giving 
direction to a nutrition education pro- 
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Food Groups by Children in Grades 4 Through 11 (Compared with Standards 


—— 


Ascension 
Food Group Parish 
Milk 60 
Eggs 76 
Fruit 
Noncitrus $2 
Citrus 63 
Meat (lean only) 126 
Whole grain products 100 
Butter and fortified margarine 44 
Potatoes (Irish and sweet) 9s 
Vegetables 
Green leafy 48 
128 


Other 


gram developed during 1944 and 1948. 
Food habits data collected in 1950 have 
been presented, also. They were col- 
lected and compared with food habits 
data in nearby St. Martin Parish for the 
purpose of evaluating the effectiveness 
of the nutrition education program in 
Ascension. 

These data show a positive relation- 
ship between grade increment and the 
reduction of poor food habits in the ele- 
mentary grades. The data indicate that 
children in the eighth grade and 
throughout high school have food habits 
which are poorer than those of children 
in the elementary grades. The need for 
further research is obvious. Specifically, 
what programs of nutrition education 
are needed for children in intermediate 
and high school grades? 

A nutrition education program, based 
upon the strengths and weaknesses of 
children’s diets, was planned and put 
into action by representative teacher 
committees who codrdinated activities in 
classrooms, school lunch programs, and 
community agencies. They repeated 
food habits surveys annually and held 
evaluation meetings for purposes of di- 
recting their programs. Supervision for 


Based on the Recommended Dietary Allowances) 


Percentage of Standard 


1947-1948 1950-1951 
St Martin Ascension St. Martin 
Parish Parish Parish 
56 63 $1 
77 o4 83 
36 83 $3 
23 77 19 
$1 87 45 
24 60 30 
ll 63 22 
39 99 $4 
26 45 45 
36 130 


the nutrition education program was 
provided first by a qualified research 
nutritionist who worked to develop local 
leadership for a period of four years— 
1944-1948. Evaluation studies con- 
ducted in 1950-1951 indicated that the 
program continued to influence food 
habits in Ascension and that the teacher 
committees were continuing to function 
effectively. 

A comparison of food habits in Ascen- 
sion Parish with those in St. Martin 
Parish, where no unusual nutrition edu- 
cation program has been conducted, 
showed that food habits in Ascension 
were significantly better than those in 
St. Martin. These data and many re- 
ports and observations support the con- 
clusion that the dominant force effecting 
impreved food habits in Ascension 
Parish in 1944-1951 was the educa- 
tional program. 
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of Chronic Diseases, California State Department of Public Health and Senior 

Surgeon, U. S. Public Health Service; San Francisco, Calif. 


N the past few years multiphasic 

screening has become a widely ac- 
cepted procedure for the early detection 
of unsuspected disease among appar- 
ently healthy people. The combination 
of many different technical and labora- 
tory procedures for mass screening grew 
out of the successful “single-shot” case 
finding programs for syphilis, tubercu- 
losis, and, more recently, diabetes. 
Large-scale projects in many communi- 
ties have demonstrated the feasibility of 
multiphasic screening as a public health 
technic. 

Not previously investigated, however, 
has been the potentiality of multiphasic 
screening in medical care programs pro- 
viding comprehensive services. As a 
method of preventing unnecessary com- 
plications of disease and of promoting 
the economy and effectiveness of medi- 
cal service, the multiple testing pro- 
cedure should offer many advantages to 
medical care organizations and to health- 
conscious consumer groups. 

The decision of the International 


* Presented before the Medical Care Section of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 22, 1952. 

t At time of survey, Medical Director, Permanente 
Health Plan. 

tOn leave. 


Longshoremen’s and Warehousemen’s 
Union and the Permanente Health Plan 
to organize a multiphasic screening pro- 
gram afforded a unique opportunity to 
study: 

1. The results of medical follow-up of 
multiphasic screening when there was no 
charge to the individual participant for diag- 
nostic and treatment service, and when all 
records were available through one medical 
care organization. 

2. The costs of the screening tests and of 
follow-up services. 


ORGANIZATION OF THE PROJECT 


Special Characteristics 

Three features characterized the pro- 
gram as developed for the longshoremen 
in the San Francisco Bay Area. First, 
a well organized consumer group—the 
Union—took the initiative in instituting 
the project and assumed a large share of 
the responsibility for its preparation and 
organization, thus providing the best 
possible foundation for a successful pub- 
lic health enterprise. Second, through 
the medium of a joint labor-management 
Welfare Fund,** the workers were cov- 
ered for comprehensive medical care 


** The International Longshoremen’s and Warehouse- 
men’s Union—Pacific Maritime Asgociation Welfare 
Fund. 
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under a prepayment plan which main- 
tains group medical center facilities 
throughout the Bay Area. Thus, no 
financial barriers to complete follow-up 
of positive test findings faced the indi- 
vidual longshoremen, and one difficult 
problem of mass screening could be 
avoided. Third, a wide array of public 
and voluntary health agencies in San 
Francisco actively participated in the 
planning and conduct of the case finding 
endeavor. In this way, costs were spread, 
the scope of service was extended, and 
widespread community interest and sup- 
port were developed. 

Numerous special problems had to be 
solved. A group of skeptical workers 
scattered over 80 miles of waterfront 
had to be persuaded to travel to the 
Union headquarters and undergo a bat- 
tery of strange-sounding tésts, often 
missing thereby a day’s work. Many of 
these men had been unaccustomed to 
regular medical attention and were sus- 
picious of health examination procedures 
because of their misuse in employment 
practices in the past. The workers 
represented many cultural and language 
groups and every level of education. The 
summer vacation period, plus heavy 
work schedules, added to the difficulty 
of getting the longshoremen to the test 
station. Men with positive tests had to 
be referred to one of several medical 
centers. Finally, the very proper in- 
sistence of the Union on protecting the 
personal privacy and job security of its 
members necessitated special efforts to 
maintain the confidential nature of all 
records. | 


Educational Campaign 

One early lesson of the project was 
that the educational campaign among 
the workers became effective only when 
the Union itself assumed responsibility 
for disseminating information about 
the health tests and encouraging mem- 
bers to participate. As the regular 
channels and procedures of the Union 
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were opened up, the workers them- 
selves—using familiar language and ac- 
customed approaches—carried on the 
campaign. 

The Union Health Committee of rank 
and file members assumed the main re- 
sponsibility, with assistance from a full- 
time staff worker assigned by the Wel- 
fare Fund and with technical guidance 
provided by a committee of professional 
health educators. Work priority was 
guaranteed to all men who lost job-time 
because of participation on the Health 
Committee. 

The Committee utilized every possible 
aspect of usual Union routine-—and in- 
vented some ingenious new technics. The 
program was discussed at membership 
and officers’ meetings; all regular pub- 
lications of the Union were used and 
a special health test bulletin issued; 
leaflets and posters concerning some of 
the diseases detectable by the tests were 
widely distributed on the waterfront and 
at the pay windows. Leaders of each 
work gang surveyed their members and 
reported to the Committee on the levels 
of information and acceptance. A spe- 
cial mailing to each member’s home, in- 
cluding a Union-devised pamphlet 
entitled Are You Shipshape? preceded 
the opening date. 

A fair! level rate of participation was 
maintained throughout the actual test- 
ing period by the continuous efforts of 
the Union Health Committee. Members 
who had completed the tests wore spe- 
cial health test buttons. A prominent 
health test stamp placed in the Union 
book of each man tested enabled gang 
stewards to check the members regu- 
larly. The entire machinery of the hir- 
ing hall and the dispatching system was 
utilizgd to encourage maximum partici- 
pation: work gangs were actually dis- 
patched to the tests according to a 
schedule; loudspeaker announcements 
were made regularly in the hiring hall; 
job dispatch slips were stamped with a 
health test reminder; and careful records 
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of response were kept with follow-up 
letters sent to leaders of delinquent 
gangs. 

Progress reports were prominently 
displayed so that the entire organization 
was stimulated to establish the best at- 
tendance record possible. As a result of 
this educational effort, some 4,000 out 
of an estimated 5,200 eligible and avail- 
able members presented themselves for 
testing during the seven weeks of the 
project. 


Organization of the Screening Program 

The testing facilities were established 
on the second floor of the Union hiring 
hall on the San Francisco waterfront. 
The Union supplied furnishings, and 
technical equipment was provided by the 
Permanente Health Plan and the various 
codperating community agencies. Perma- 
nente and the labor-management Wel- 
fare Fund defrayed expenditures for 
payroll and supplies. The statistical 
analysis phase of the program was con- 
ducted by the State Department of 
Public Health. 

Eight public and voluntary commu- 
nity agencies provided equipment and 
personnel for the testing program. Table 
1 summarizes these contributions. 

Under the over-all direction of the 
medical director of the Permanente 
Health Plan, a committee of representa- 
tives from each of the participating 
_ agenciés met frequently for the de- 
termination of general policy. The 
working staff consisted of two adminis- 
trative supervisors, 12 full-time and a 
variable number of part-time and volun- 
teer technicians, five clerks and a Union 
volunteer group which maintained traffic 
control and assisted in general mainte- 
nance. <A carefully designed record 
system facilitated the follow-up and the 
Statistical evaluation of the project. 

Men with positive test: results were 
referred to the Permanente medical cen- 
ter nearest their homes, being given 
appointments either for confirmatory 
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Contributions by Participating Community 
Agencies to Multiphasic Screening of 
Longshoremen, San Francisco, 1951 


California Bureau of Vocational Rehabilitation— 
Provided trainee personnel for clerical and semi- 
technical work in testing program. 


California State Department of Public Health— 
Provided ¢ in or, ion, health edu- 
cation, statistical, and laboratory technics: performed 
serologic tests for syphilis; loaned Clinitron blood 
sugar equipment; provided 
and equipment; provided health education materials ; 
prepared statistical analyses. 


California State Harbor Commission— 
Renovated premises and installed special electrical 
wiring system. 


San Francisco City and County Health Department-— 

Provided public health consultants; performed 

serologic tests for syphilis; loaned part-time audiom- 
etrist. 


San Francisco Heart Association— 
Provided equipment and paper for electrocardio- 
grams. 


San Francisco State College— 
Provided audiometry supervisor and technicians. 


San Francisco Tuberculosis Association— 
Provided equipment, technician, film and radio- 
logical readings for 70 mm. chest x-rays. 


University of California School of Public Health— 

Provided general consultation: made available part- 

time laboratory technician and administrative super- 
visor. 


laboratory procedures or for appropriate 
medical ‘visits. Further letters were sent 
and phone calls were made to nonre- 
sponders in a concerted effort to attain 
maximum medical follow-up. Thus, 72 
per cent of those with positive test re- 
sults responded for medical follow-up 
within four months after the tests were 
concluded. 


CHARACTERISTICS OF THE POPULATION 
TESTED 
The San Francisco Bay Area long- 
shoremen cannot be considered represen- 
tative of the urban labor force. Besides 
being entirely male, the group is charac- 
terized by a large proportion of workers 
in the older ages and by the particular 
conditions of longshore work. 
As indicated in Table 2 and Figure 1, 
the group tested was significantly older 
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30% 


10% 


14-24 25-34 


35-44 


45-64 6S YEARS 


YEARS YEARS YEARS YEARS AND OVER 
ACE GROUP 


Fictre 1—Age Distribution of Longshoremen Tested and of Emp!oyed Males in San Francisco- 


Oakland Metrepolitan Area. 


than the employed male popuiation in 
the area, with a median age of 49 years. 
In 1951 the average annual income of 
San Francisco longshoremen was about 
$5,000 and the economic status main- 
tained since 1939 has compared favor- 
ably with other industrial workers in the 
area. Prior to this time, the income 


TaBLe 2 


Age Distribution in Percentages of 3,994 
Longshoremen Tested and of Employed 
Males in San Francisco-Oakland 


Metropolitan Area 
Percentages 

— 

Longshoremen Employed 

Age Group Tested * Males 
Male, 14 years and over 100 100 
14-24 a G 
25-34 9 30 
35-44 27 26 
45-64 57 31 
65 and over 7 + 
Median Age 49 3» 


2 June 18-August 7, 1951. 

2U. S. Bureau of the Census, 1950 Census of Popu- 
lation, Preliminary Reports, Series PC-5, No. 45. 

* Less than 0.5. 


(Source: Table 2.) 


levels of these longshoremen had been 
relatively much lower. Almost 70 per 
cent of the men tested work as basic 
cargo handlers, which involves heavy 
and often dangerous manual labor. A 
minority of the Union membership is 
occupied in supervisory, clerical, or 
mechanical operations. 

Over one-third of the members have 
lengshore work-histories of 20 years or 
more. Another large group came to the 
San Francisco docks during World War 
II, many of these already in the middle 
and later years of life. Thus, the group 
represents the somewhat unusual com- 
bination of relatively well paid manual 
laborers in the older age brackets. 


METHODS FOR SCREENING AND 
| DIAGNOSTIC FOLLOW-UP 
Table 3 shows the twelve tests used, 
the methods, screening levels, and fol- 
low-up procedures in event of positive 
test results. The  self-administered 


medical history (32 questions modified 
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Results of Diagnostic Follow-up of Longshoremen, 
June 18, 1951-November 30, 1951 


Result 


Total men tested 
Men with one or more positive tests 
Follow-up not available 
Did not respond 
Responded to follow-up 
pending 
One or more diagnoses completed 
All findings negative 
One or more positive diagnoses 
All previously known 
One or more newly discovered 


from the Cornell Medical Index) was 
originally intended as a screening test. 
This plan was abandoned because of the 
very high referral rate that would have 
resulted. Actually, 77 per cent of par- 
ticipants gave one or more affirmative 
answers; 41 per cent gave 3 or more. 
However, the medical history forms did 
serve as supplemental information to 
physicians who examined persons re- 
ferred to them because of some other 
positive screening test result. 

One potential bottleneck in the array 
of tests was avoided by the simultaneous 
use of two direct-writing electrocardio- 
graph machines with four sets of elec- 
trodes, three examining tables, and three 
or four technicians. In this way, 30 
six-lead electrocardiograms could be 
completed per hour. 

Follow-up in event of a_ positive 
screening test result usually began with 
direct referral to a physician. Those 
with positive vision tests saw an optome- 
trist first. In other cases referral to a 
physician was contingent upon results of 
a confirming x-ray or laboratory pro- 
cedure—so-called secondary screening. 
Participants with three or more positive 
screening tests were referred directly to 
a physician. 

Except for direct referral of those 
with positive vision and hearing tests to 
eye and ear specialists, all initial physi- 
cian referrals were to a small group of 
general physicians and internists who 


Percentages 
A 


(35.4) 


(19.4) 


had been especially oriented to the 
health problems on the waterfront and 
the procedures necessary to the success 
of the program. They called upon con- 
sultants as necessary, but continued as 
the personal physicians of those men re- 
ferred to them during the program. 


RESULTS OF SCREENING TESTS AND 
DIAGNOSTIC FOLLOW-UP * 

The over-all results are summarized 
in Table 4 and Figure 2. Almost two- 
thirds of the men tested had one or more 
positive screening tests and 72 per cent 
of these obtained follow-up service dur- 
ing the four months following comple- 
tion of screening. More than three- 
fourths of those responding to medical 
follow-up had positive diagnoses con- 
firmed, while another 10 per cent had 
diagnoses pending. Some 35 per cent of 
all those tested had at least one positive 
diagnosis confirmed. Over half of these, 
representing one-fifth of the total tested, 
had at least one condition newly dis- 
covered as a result of the program. 


Results of Follow-up by Test 

Table 5 and Figures 3a—3d present 
the findings for each test. There was 
a relatively high rate of positive tests 


* Test and initial follow-up results are summarized 
in this section; a full report of statistical findings 
and their analysis, together with data on completed 
treatment and ultimate disposition of positive cases, is 
in preparation for separate publication. 


ag 
3,994 100 
2,821 63.1 100 
F 41 1.6 
660 26.2 
1,820 72.2 100 
185 10.2 
1,635 89.8 
222 (12.2) 
640 45.3 
773 $4.7 
oi 
4 


TOTAL MEN ‘a 3,994 


ONE OR MORE POSITIVE DIAGNOSES - \ 


EACH 


Ficure 2—Results of Diagnostic Follow-up of Longshoremen, June 18, 1951 to November 30, 
1951. 


(Source: Table 4.) 


for vision, hearing, blood pressure, and 
electrocardiograms—from 13 to 24 per 
cent being referred for each of these 
tests. Weight and serologic tests for 
syphilis were also prominent as causes 
for referral (Figure 3a). 

The relatively poor follow-up for 
those with positive vision and hearing 
tests (Figure 3b) suggests that when 
the screening result was known to the 
individual and not considered serious 
there was less motivation toward defini- 
tive medical care. When vision and 
hearing categories are eliminated, the 
success of the general follow-up efforts 
appears more satisfactory. 


MULTIPHASIC SCREENING 


— 


2, 


MEN RESPONDING TO FOLLOW-UP - \ 


ONE OR MORE DIAGNOSES COMPLETED - ‘\ 


TESTS NEGATIVE L473 


~222 


MEN WITH ONE OR MORE 
NEWLY 


The proportion of positive diagnoses 
among those with medical follow-up is 
a rough indication of the validity of the 
test procedures (Figure 3c). Thus, the 
hemoglobin and urine sugar tests held 
up least well, with the blood sugar and 
the serologic procedures somewhat bet- 
ter. The other tests yielded diagnostic 
confirmation in over two-thirds of the 
cases followed up. 

Since the detection of previously un- 
known cases is the major purpose of 
multiphasic screening, it is important to 
note that the following proportions of 
new cases were found: about 5 per cent 
each of those receiving the vision, blood 
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pressure, and electrocardiogram tests; The hemoglobin test led to a positive 
about 2 per cent for weight and hearing; diagnosis in only one case (Figure 3d). 

and from 0.4 to 0.9 per cent for chest In evaluating these results, it must be 
x-ray, serologic test for syphilis, blood remembered that almost 28 per cent of 
and urine sugar, and urine albumin tests. those screened out were not followed up 


ii 
Ficure 3a—Per cent of Men with Positive Ficure 3b—Per cent of Men Responding to 


Test in Total Tested, by Test. (Source: Diagnostic Follow-up Among Those with 
Positive Tests, by Test. (Source: Table 5S.) 


Ficure 3c—Per cent of Men with Positive Ficure 3d—Per cent of Men with Newly Dis- 
Diagnosis Among Those with Completed covered Positive Diagnosis in Total Tested, 
Diagnosis, by Test. (Source: Table 5.) by Test. (Source: Table 5.) 
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medically. These figures, thus, seriously 
underestimate the prevalence of mor- 
bidity among the group tested. 


Experience with Specific Tests 

Further indications of the value of 
specific tests in this multiphasic battery 
may be cited from the data to be pre- 
sented in the final report. The 70 mm. 
x-ray, as interpreted in this experience, 
resulted chiefly in the detection of pul- 
monary disorders. All cardiac cases de- 
tected by x-ray were also screened out 
by blood pressure or electrocardiogram, 
and many cardiac cases were not indi- 
cated at all by the x-ray. 

Diastolic blood pressure readings 
proved twice as indicative of confirmed 
disease as did the systolic. Blood pres- 
sure measurement led to the diagnosis of 
228 cases of confirmed cardiovascular 
disease in which both the electrocardio- 
gram and x-ray were negative. 

The value of electrocardiograms in 
this particular age and occupational, 
group was demonstrated. This procedure 
led to the diagnosis of 156 cases of 
cardiovascular disease in which both 
blood pressure and x-ray findings were 
negative. 

Both blood and urine sugar tests were 
positive in less than half of the con- 
firmed cases of diabetes, with an approx- 
imately equal number of cases screened 
out by either test alone. 


Specific Diagnostic Results 

Of the 3,994 men tested, 2,521 had 
one or more positive screening tests. 
Table 6 shows the total diagnostic find- 
ings among 1,413 of these men who had 
received one or more positive diagnoses. 
It reveals that 1,087 new diagnoses were 
established, 1,107 previously known con- 
ditions were noted, and 124 diagnoses 
were not stated as new or previously 
known. Particularly significant are the 
instances of newly discovered disease de- 
tected as a result of the specific battery 
of tests: 6 active or possibly active pul- 
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monary tuberculosis, 1 lung and 2 
esophageal cancer, 28 syphilis, 46 dia- 
betes, 138 obesity, 210 refractive errors, 
85 impairment of hearing, 339 cardio- 
vascular disease, and 6 nephritis. 

In addition, many other important 
disease conditions not related to the 
screening tests were first discovered 
during the examination which followed 
referral for some positive test. These 
included 4 malignant neoplasms, 50 
nervous system disorders, 47 respiratory 
conditions, and numerous other im- 
portant diseases. 

A further by-product of this multi- 
phasic screening venture was the 
establishment of, medical supervision for 
many of the conditions which, although 
previously known, had been neglected. 


Factors Influencing the Pattern of 
Diagnoses 

Obvious factors affecting the pattern 
of disease revealed by the multiphasic 
screening program for the group as a 
whole are the older ages of these men, 
their occupation, and the specific array 
of tests upon which medical referrals 
were based. Within the group, occu- 
pational differences in detected mor- 
bidity were not striking. As expected, 
however, disease rates showed a marked 
correlation with age. Seventy-seven per 
cent of those with one or more positive 
diagnoses were over 45 years of age, 
while this age group comprised only 64 
per cent of the total population under 
study. 

A striking disease factor was that of 
overweight. Previous knowledge of the 
extent of obesity in this group of workers 
had prompted the designers of the 
project to establish the screening ievel 
as 40 per cent above the ideal weight. 
Yet, almost a tenth of the total group 
exceeded this level, and over two-fifths 
of the men were 20 per cent or more 
overweight. 

The degree of overweight did not in- 
crease directly with age. While the 
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Newly Discovered and Previously Known Diagnoses 
by Selected Diagnostic Categories 


Number of Cases 


National Newly Previously Not 
Diagnostic Category List Number Total Discovered Known Stated 
Total Diagnoses 2,318* 1,087 1,107 124 
1 Pulmonary tuberculosis 002 12 6 5 1 
Syphilis and its sequelae 022-029 175 28 136 ll 


e Other infective and parasitic 
diseases 


15 1s 1 
Malignant neoplasms 7 + - 
Benign neoplasms 210-239 6 4 2 - 
IIL Diabetes mellitus 260 79 46 30 3 
Obesity 287 378 138 213 27 

Other allergic, endocrine, metabolic 
and nutritional 240-289 36 17 17 2 

IV Diseases of the blood and 

blood-forming organs 290-299 2 2 - - 


Mental, psychoneurotic, and 


Other diseases of the nervous system 


and sense organs 330-398 106 50 
VII Chronic rheumatic heart disease 410-416 8 5 3 - 
Arteriosclerotic and degenerative 
heart disease 420-422 149 99 48 2 
Hypertensive disease 440-447 344 188 143 13 
Other ‘diseases of the circulatory Residual 
system 400-468 70 47 21 2 


Acute respiratory infections 
Silicosis and occupational 


pulmonary fibroses $23 6 1 
Other diseases of the respiratory Residual “2 
system 470-527 65 34 2s 6 
IX Diseases of the digestive system 530-587 $1 19 28 “ 
X Nephritis and 590-594 9 6 2 1 
Other diseases of the genito-urinary 
system 600-637 3“ 22 12 - 
XII Diseases of the skin and cellular tissue 690-716 14 6 6 2 
XIII Diseases of the bone and organs 
ef movement 720-749 23 8 “4 1 
XIV Congenital malfor 750-759 3 1 - 
XVI Symptoms and ill-defined conditions 780-795 46 22 15s © 
XVII Injuries 800-999 7 6 i 


* 1,413 men had one or more positive diagnoses. 


proportion of men 20 per cent or more 
overweight was significantly higher * 
among those 45 years of age and over, 
this age group did not contain a signifi- 
cantly higher proportion of men 40 per 
cent or more overweight. The reason 
may be that grossly overweight men in 
the older age groups tend to leave the 
industry through death or disability. 

Table 7 and Figure 4a indicate the 
influence of weight among men positive 


* In all references to significance, chi square test at 
level was used. 


to selected screening tests. Most pro- 
nounced is the relation of hypertension 
and positive urine albumin to weight 
level. The men 40 per cent or more 
overweight also showed significantly 
highet rates of positive findings for elec- 
trocardiogram and blood sugar tests. 
Table 8 and Figure 4b reflect similar 
relationships for persons with positive 
clinical diagnoses. The proportion of 
men with positive diagnoses (excluding, 
of course, the diagnosis of obesity) in- 
creases with the degree of overweight. 
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VI Refractive errors 380 397 210 172 1s * 
Impairment of hearing 398 224 8s 131 8 a 
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PERCENT OF MEN IN EACH 

WEIGHT CLASSIFICATION 

WITH POSITIVE RESULTS 
IN SELECTED TESTS 


- 


WEIGHT CLASSIFICATION 


Ove 


20% OF 


Ficure 4a—(Source: Table 7.) 
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Weight Classification? of Men Tested, Men with Positive Results in Selected Tests, 
and Percentage Positive in Each Weight Classification 


Men with Positive Test * 


Weight Classification * 
Total Men 

40% or more overweight 
20-39% overweight 
10-19% overweight 
Within 9% of ideal weight 
More than 9% underweight 
Not stated 


Total 
40% or more overweight 
20-39% overweight 
10-19% overweight 
Within 9% of ideal weight 
More than 9% underweight 


Urine 
Albumin 


Electro- Urine 


Percentages * 
5.0 
5.8 


1 Weight classified according to the deviation from the mid-value of the ideal weight range for men of 


medium frame, ages 25 and over. 
2 Unsatisfactory tests were considered negative. 


Statist. Bull. Metrop. Life Insur. Co. 24:6-8 (June), 1943. 


* The base for each row of percentages is the number of men tested in that weight classification. 


Hypertensive disease shows the most 
striking correlation with weight level. 
Among those 40 per cent or more over- 
weight, the diagnosis .of diabetes was 
significantly more frequent than in the 
total group. Other cardiovascular-renal 
disorders were not significantly related 
to weight. 


Further investigation is definitely 


needed to clarify the relationship of the 
socio-occupational conditions affecting 
longshoremen, the high obesity rates 
among this group, and the prevalence of 
metabolic and cardiovascular disorders. 


Extent of Prior Physicians’ Care 
Questions asked at the time of screen- 
ing indicate that only 19 per cent of 
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Ficure 4b—(Source: Table 8.) 


TABLe 8 


Weight Classification of Men Tested, and Numbers and Percentages with One or 
More Positive Diagnoses, and with Selected Diagnoses 


Men with Selected Diagnoses 
A 


Other 
Diseases 
Circula- 
Men with Arterio- tory 
One or Hyper- sclerotic System Nephritis 


More tensive Heart (400-416, Diabetes and 
Men Positive Disease Disease 421-434, Mellitus Nephrosis 


Weight Classification Tested Diagnoses’ (440-447) (420) 450-468) (260) (591-593) 
Total Men 3,994 1,274 344 142 &3 79 u 
40% or more overweight 360 143 64 4 6 14 2 
20-39% overweight 1,359 472 154 62 26 26 5 
10-19% overweight 1,011 306 71 33 30 18 2 
Within 9% of ideal weight 1,176 330 54 28 20 18 ~ 
More than 9% underweight 86 23 1 5 i 3 - 
Not stated 2 - - - - - - 


2 
31.9 8.6 3.6 2.1 2.0 0.2 
40% or mere overweight 39.7 17.8 3.9 1.7 3.9 0.6 
20-39% overweight 34.7 11.3 4.6 1.9 1.9 0.4 
S 10-19% overweight 30.3 7.0 3.3 3.0 1.8 0.2 
Within 9% of ideal weight 28.1 4.6 24 1.7 1.5 - 
More than 9% underweight 2 1.2 5.8 1.2 3.5 = 


1 Omitting 139 men whose only diagnosis was obesity (287). 
® The base for each row of percentages is the number of men tested in that weight classification. 


these with subsequently confirmed diag- plan. . This reémphasizes the role of 
5 noses were then under a physician’s care. multi ic screening in bringing to 
Thus, relatively few longshoremen with medical attention both new cases and 
significant disease were under medical old cases not under treatment. 
attention despite the fact that this group 
had access to comprehensive care by Nomresponse to Medical Follow-up 
virtue of their prepaid Union health A special investigation was conducted 
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9 
Direct and Contributed Expenses in Multiphasic Screening of 3,994 Longshoremen 


Direct Estimated Value Estsmated 

Cash of Contributed Total 

Agency Expense Services Costs 
Permanente organization $4,750.00 $3,500.00 $8,250.00 
ILWU and Welfare Fund 3,500.00 2,700.00 6,200.00 
Participating community agencies * — 5,150.00 5,150.00 
Volunteer personnel $00.00 $00.00 
Total $8,250.00 $11,850.00 $20,100.00 
Cost per person tested $2.07 $2.97 $5.04 


1See Table 1. 


among a sample of the 660 men who did 
not respond to medical referral. Factors 
related to nonresponse included occupa- 
tional status and type of screening test. 
An important influence indicated during 
the personal interviews with nonre- 
sponders was the general feeling among 
this group of waterfront workers that 
medical care is unnecessary and even 
unmanly unless persistent symptoms of 
disabling illness exist. This rather fre- 
quent concept among the entire group 
stands in sharp contrast to the common 
contention that people flock to abuse 
medical service once the economic bar- 
riers are removed. 


ESTIMATED COSTS OF SCREENING AND 
MEDICAL FOLLOW-UP 


Cost of Screening Procedures 

Cost analyses for the conduct of the 
screening tests, including administrative 
aspects of the referral process, are pre- 
sented in Table 9 in two parts: the esti- 
mated value of services and materials 
supplied by the participating agencies 
and the actual cash expenditures. The 
total cost of screening the 3,994 long- 
shoremen was $20,100, or $5.04 per per- 
son. Two-fifths ($8,250 or $2.07 per 
person) consisted of cash expended by 
the Health Plan, the Union, and the 
Welfare Fund which jointly sponsored 
the project. The remaining three-fifths 
($11,850 or $2.97 per person) was con- 
tributed in the form of direct services or 
materials by these sponsors and the 


many codperating health agencies of the 
community. 

The significance of differentiating 
between the actual cash outlay and the 
total estimated screening costs lies in 
the fact that a health test program of 
this kind in any similar urban commu- 
nity can call upon the available services 
and personnel of a host of local health 
azencies. Thus, the “new” costs of such 
a project can be minimized to the degree 
that general community support is 
sought and obtained. On this basis, the 
“new cash” cost of the screening pro- 
gram for longshoremen in San Francisco 
was $2.07 per person tested. 


Cost of Diagnostic Follow-up 
Estimates of the cost of medical 
follow-up are presented in Table 10 for 
the initial four months during which the 
diagnostic evaluations were conducted. 
For every case referred with one or more 
positive screening tests and followed up 
in the Permanente medical centers, 
record was made of each physician or 
optometrist visit, laboratory test, and 
other diagnostic procedure. Unit cost 
figures furnished by the Permanente 
Health Plan were then applied to the 
totals of services rendered, and over-all 
costs thus computed. These costs— 
$4.09 per person tested or $8.98 per 
person responding to follow-up—are es- 
sentially for diagnostic services, al- 
though they do include some con- 
comitant treatment as rendered during 
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TaBie 10 


Estimated Costs for the First Four Months of Medical Follow-up of 1,820 Longshoremen 
Responding to Referral from Multiphasic Screening Program 


Follow-up Pr cedure 
Physician office visit 
Optometrist office visit 
Laboratory test 
X-ray examination 
Other procedures * 


Total 

Cost per person responding 
to diagnostic follow-up 

Cost per person tested 


Estimated Estimated 


Unit Total 
Costs 

$12,192.29 

864.00 


1,175.00 
1850.72 
270.00 


$16,352.01 


1 Unit cost estimates provided by Permanente Health Plan. 
electrocardiogram, 


2 Other procedures include 
examination. 


the work-up in the physician’s office. 
Estimations of the cost of hospitaliza- 
tion and of specialized and long-con- 
tinued therapy, not yet available, will 
be presented in a later report. All 
expenses of the medical follow-up were 
borne by the Health Plan as part of its 
‘prepaid medical care service to the 
Union membership group. The rela- 
tively low follow-up costs reflect the 
economies of group medical center 
organization under prepayment. ° 


Over-all Costs for Screeniag and 
Diagnostic Procedures 

The total estimated costs for the con- 
duct of the screening and initial fol- 
low-up program (not including most of 
the therapeutic management of posi- 
tively diagnosed cases) are, thus, about 
$36,450, or some $9.13 per person 
tested.* 


SUMMARY AND CONCLUSIONS 
1. Successful multiphasic screening with 
organized medical follow-up of some 4,000 
56, As a result of this pilot experience, the Permanente 
Health Plan now offers multiphasic screening prior to 
a physician visit for all Plan members who seek a 
periodic health check-up 


, basal metabolic rate determination, biopsy, and spinal fluid 


longshoremen in the San Francisco Bay Area 
was made possible by the active codperation 
of the Union, the joint labor-management 
Welfare Fund, the prepaid medical care plan 
in which the workers were enrolled, and the 
public and voluntary health agencies of the 
community. 

2. A battery of 12 laboratory and other tests 
set up in the Union hiring hall on the water- 
front screened presumptive cases for clinical 
follow-up in the group medical centers of the 
Permanente Health Plan. 

3. Diagnostic evaluation of men with posi- 
tive test findings revealed significant amounts 
of disease and defect not previously known or 
not medically controlled. 

4. A striking health problem among the 
longshoremen was obesity, which showed a 
significant correlation with hypertensive dis- 
ease and diabetes. A program of weight con- 
trol should offer significant benefits to this 
group. 

5. The over-all costs of screening and initial 
follow-up seem modest in terms of the health 
values achieved. These include positive health 
education, early detection of disease, more 
timely application of medical care, and delin- 
eation of controllable public health problems. 

6. The data strongly indicate the need for 
careful epidemiological studies of the relation 
between the socio-occupational status of indus- 
trial workers and their pattern of disease and 
disability. 
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Toxicological Evidence for the Safety of 
the Fluoridation of Public Water Supplies” 


FRANCIS F. HEYROTH, M.D. 


Assistant Director, Kettering Laboratory, Department of Preventive Medicine and 
Industrial Health, College of Medicine, University of Cincinnati, Cincinnati, Ohio 


E extravagance of the variously 
motivated statements frequently 
heard in opposition to fluoridation 
wherever it is under consideration may 
lead officials who must explain this 
prophylactic measure to the public to 
discount the fact that many citizens still 
remain unconvinced of safety of this 
procedure, despite the assurances of 
medical, dental, and public health 
authorities. Many are aware that a few 
_ scientists, physicians, and dentists, some 
of whom have contributed to our knowl- 
edge of the physiological effects of 
fluorides, have testified before a Con- 


gressional committee that, while not’ 


condemning fluoridation, they neverthe- 
less hesitate to recommend its adoption 
at present. Unless public health authori- 
ties inform the public of the evidence 
upon which they base their belief in its 
safety, many persons will accept state- 
ments that little is known of the toxicity 
of fluorides and that the epidemiological 
evidence reJied upon by the advocates of 
fluoridation fails to reveal adequately 
any adverse effects that may be associ- 
ated with individual variations in sus- 
ceptibility. For those who must present 
the subject a discussion of the present 
status of our knowledge of the toxi- 
cology of the fluoride ion may be 
helpful. 


ACUTE TOXICITY 


It is well known that inorganic 


* Presented at a Joint Session of the American 
School Health Association, the Conference for Health 
Council Work, and the Dental Health, Public Health 
Education, and Public Health Nursing Sections of the 
American Public Health Association at the Eightieth 
Annual Meeting in Cleveland, Ohio, October 23, 1952. 


fluorides are highly toxic, and that their 
use in the household as roach poisons 
has led to the poisoning of numbers of 
people into whose food they have been 
introduced accidentally. The study of 
acute poisoning has pertinence only in 
so far as it may reveal which organs are 
most vulnerable to the action of 
fluorides. The pathologic picture is one 
of hemorrhagic gastroenteritis and acute 
toxic nephritis, accompanied by more or 
less damage to the liver and other or- 
gans. Some of the signs and symptoms 
have been ascribed to a lowering of the 
blood calcium,’ but others result from 
the inhibitory action of the fluoride ion 
upon the activity of one or more en- 
zymes that function in the sequence of 
reactions by which the energy of carbo- 
hydrates is made available for the meta- 
bolic activity of the tissues. The dose 
that is lethal when ingested by rabbits 
has been variously reported as ranging 
from 50 to 200 mg. of fluoride ion per 
kilogram of body weight.2 In human 
self-experimentation, as much as 250 
mg. of sodium fluoride has been taken 
at one time without harm.’ It is evi- 
dent that there need be no fear of the 
occurrence of acute poisoning as a result 
of the accidental or deliberate over- 
fluoridation of a water supply. Any 
toxic hazard that may be associated with 
fluoridation could be only that of the 
cumulative action of small amounts 
taken daily over a long period of time. 


CHRONIC TOXICITY 
Chronic fluorosis was first described 
as occurring among animals. Darmous, 
an abnormality of the teeth and bones, 
[1568] 
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occurs among sheep and cattle pastured 
in North Africa on land where the 
vegetation is contaminated by fluoride- 
bearing dusts derived from phosphate 
deposits.* In Iceland, sheep grazing on 
pastures contaminated with fluoride- 
containing volcanic ash suffer from 
Gaddur, a condition in which the teeth 
are spotted, the bones are thickened, and 
the animal becomes lame and weak.° 
Severe cases among sheep, goats, and 
cattle have occurred both in Europe and 
in the United States in the vicinity of 
factories that emit fluoride-containing 
compounds into the atmosphere. Such 
cattle have a stiff-legged gait, swollen 
hock-joints and palpable lumps on their 
bones, as well as irregularly worn teeth.® 

Many experiments have been per- 
formed in the effort to reproduce the 
condition by incorporating fluorides in 
the food of rats, dogs, and other ani- 
mals. Sheep, swine, and cattle, as well 
as chickens, have also been given 
fluoride-containing food in order to learn 
whether phosphate rock, which may con- 
tain from 3 to 4 per cent of fluoride, 
can be used safely as a mineral supple- 
ment in the feeding of livestock. Time 
is not available for a detailed discussion 
of these investigations, which have been 
reviewed by Roholm,® McClure,’ Green- 
wood,* and DeEds.° The continued 
daily ingestion by rats of diets contain- 
ing from 7 to 12 ppm induces signs of 
dental fluorosis, detectable only by 
means of a lens. When the diet contains 
somewhat greater amounts, the incisors 
become chalky, pitted, and corroded, 
and changes in the osseous system may 
result. Dietary levels of from 100 to 
230 ppm inhibit growth. Rats that con- 
sume diets with 900 or more ppm die 
after a few weeks. Roholm,® who ex- 
ptessed the intake in relation to body 
weight, concluded that incipient dental 
fluorosis may be induced by a daily in- 
take of 1 mg. per kg. Five times that 
intake gave rise to incipient changes in 
the bones and kidneys, and one of from 
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10 to 15 mg. per kg. brought about 
recognizable signs of ill-health. Severe 
degenerative changes in the organs ap- 
peared when the daily intake was from 
20 to 25 mg. per kg., and death occurred 
within a few days or weeks when it was 
50 to 100 mg. per kg. 

In our laboratory, Largent gave 65 
mg. of fluoride daily to each of two 
11-months-old littermate dogs, the third 
littermate serving only as control. It 
was given to one as sodium fluoride and 
to the other as cryolite, sodium alumi- 
num fluoride. During the second month 
the dog given sodium fluoride lost appe- 
tite and vomited occasionally, but this 
did not persist. The administration of 
fluorides was continued for five years 
and five months, when it was stopped 
upon the death of the dog that had been 
given none. During life, no osseous 
changes could be detected roentgeno- 
graphically. The ash of the bones of 
the dog given sodium fluoride contained 
10 times the amount of fluoride found 
in the case of the dog used as control. 
Among the soft tissues, increased 
amounts were found only in the lungs 
and kidneys, which had 1.77 and 3.01 
mg. per kg., respectively. No noteworthy 
histopathologic c’ ges were found in 
the organs, ana the bones, although 
chalky in appearance, exhibited no very 
striking abnormalities. The daily fluo- 
ride intake of these two dogs was of the 
order of 3 to 5 mg. per kg. In an experi- 
ment performed over 60 years ago, 
Brandl and Tappeiner '* gave as much 
as 10 mg. per kg. per day to a.dog over 
the period of many months. Of the 
total of 402.9 grams of sodium fluoride 
given their dog, 330.5 gm. were recov- 
ered from the urine, and 64.6 gm. were 
found in the tissues, most of it in the 
bones. 

Histological changes have occurred in 
the tissues of animals of several species 
following a daily intake great enough 
to retard In Roholm’s 
experiments, the daily ingestion of 5 to 
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8 mg. per kg. by dogs has given rise to 
hematuria and albuminuria, with a his- 
tologic picture of degeneration of the 
epithelium of the kidney tubules, asso- 
ciated with interstitial contracting ne- 
phritis. Damage to the liver has been 
observed in some experiments, although 
less frequently. An intake of the order 
of 70 mg. per kg. is required in order to 
damage the gastric and duodenal 
mucosa. 

Although diminished fertility has been 
reported in several experiments in which 
fluorides were fed to rats at a high 
dietary level,®»**"* its occurrence may 
be regarded as secondary to the resulting 
poor growth or inanition, since rats be- 
haved similarly,'* when limited to the 
amounts of a normal diet consumed 
voluntarily by those fed on fluoride- 
containing diets. Dietary levels near 
the threshold for the inhibition of 
growth did not affect the estrus cycle, 
although this ceased almost completely 
when the daily intake of fluoride was 
25 mg. per kg.’* 

Anemia has developed in severely 
poisoned dogs and a gel-like atrophy of 
the bone marrow has been induced in 
guinea pigs.° 

Although, in acute poisoning, the 
blood calcium may be lowered by about 
50 per cent,’° it is decreased but slightly, 
if at all, in chronic poisoning. Retention 
by the bones of growing rats occurs 
normally unless the dietary content of 
fluoride is more than three or four hun- 
dred parts per million.** 

It may be concluded from the results 
of animal experimentation that inter- 
ference with growth cannot be induced 
by a daily intake too small to give rise 
to dental abnormalities and that only 
after the bones have stored considerable 
quantities of fluoride does any impair- 
ment of skeletal function occur. Esti- 
mates by various investigators of the 
maximum daily intake in milligrams per 
kilogram of body weight that may be 
tolerated by animals of various species 
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fall within the following ranges: dairy 
cattle, 1 to 3; swine, 5 to 12; rats, 10 to 
20; guinea pigs, 12 to 20; chickens, 35 
to 70.1% Such variations in susceptibii- 
ity between species would make haz- 
ardous any attempt to predict the maxi- 
mum safe human intake were there no 
observations upon the condition as it 
occurs in man. 


HUMAN FLUOROSIS FROM 
INDUSTRIAL EXPOSURE 

Fluorosis is known to occur among 
workmen who inhale excessive amounts 
of fluorides as dusts or vapors. In the 
course of the radiographic chest exam- 
inations of 78 Danish miners of cryolite, 
Mgller and Gudjonsson’® found that 
30 exhibited an abnormally increased 
density of the shadows of the spinal 
column, pelvis, and ribs. Some men 
complained of stiffness and pain in their 
joints, and in some cases the motility of 
the spine and thorax was reduced. In 
one man, ankylotic changes had oc- 
curred to a degree that caused severe 
functional impairment. Post-mortem 
examinations of two who died of inter- 
current disease revealed bones that were 
abnormally heavy and dense, chalky- 
white and marred by extensive periosteal 
deposits.° The bones of these two per- 
sons contained many times the amounts 
of fluoride, 1 to 6 gm., normally present 
in human skeletons. The bones of one 
of them yielded 50 and those of the 
other 90 gm. of fluoride. The latter 
quantity had been deposited over a total 
of 7,500 working .days, or an average 
rate of about 12 mg. per day. It was 
estimated that the amounts inhaled 
daily by these two men may have been 
of the order of 0.2 to 0.35 mg. per kg. of 
body weight. In neither case did the 
organs show any histopathologic changes 
attributable to fluorides. There were, 
however, among the group as a whole 
many complaints of digestive disturb- 
ances and many of the workers were 
underweight and anemic. 
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Industrial fluorosis has occurred also 
in Germany and England, but only a 
very few cases have been reported in 
the United States. One was 4 58-year 
old man who had long handled sodium 
fluoride and whose only complaints were 
of headache and fatigue.*’ Another 
was discovered in a man with luetic 
aortitis who for 18 years had been ex- 
posed in a fertilizer factory to rock 
phosphate.*' On careful examination, a 
slight limitation of the motion of his 
lower spine could be detected, but he 
had no arthritic pains and no digestive 
disturbances. He was not anemic and 
his blood contained normal amounts of 
calcium and phosphorus. 


HUMAN EXPERIMENTATION 

In order to learn the rates at which 
storage in human bones occurs when 
known amount of fluorides are ingested 
daily, painstaking investigations in 
which six persons served as experimental 
subjects have been in progress for 12 
years in our laboratory. By analyzing 
duplicate amounts of all the food and 
liquids ingested daily by them over pro- 
longed periods, the average daily intake 
of fluoride of each subject has been 
measured. Two of these subjects were 
found to have ingested 0.49 and 0.72 
mg. of fluoride per day, respectively. 
Within the limits of the accuracy of the 
sampling and the analyses of food mate- 
rials and excreta, these persons ap- 
peared to be in metabolic balance with 
respect to fluoride.2* Subsequently, one 
of them ingested 6 mg. of extradietary 
fluoride (sodium salt) per day over a 
period, this amount being equivalent to 
0.095 mg. per kg. of body weight. The 
amount absorbed into his tissues was 
determined by deducting from the meas- 
ured intake the amount eliminated in his 
feces. An estimate of the amount re- 
tained in his body was obtained by 
deducting the amount excreted in the 
urine from the amount absorbed. This 
estimate was in error to the extent that 
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fluoride may have been eliminated 
through the skin, which could not be 
measured in an experiment of long dura- 
tion.2> When extradietary fluoride was 
taken as the soluble sodium salt, or 
when the less soluble calcium salt was 
given in solution, 95 per cent of it was 
absorbed, but when it was given as a 
poorly soluble solid it was much less 
readily available, only 77 per cent of 
that given as cryolite or 37 per cent 
of that given as bone meal being ab- 
sorbed. From brief balance experiments 
in which an attempt was made to meas- 
ure the elimination through the skin, 
McClure ** concluded that when the 
daily intake did not exceed 4 or 5 mg., 
the major portion was eliminated from 
the body. That significant storage must 
have occurred during a period of 183 
days on each of which 6 mg. was taken, 
however, was shown by the fact that for 
11 weeks after this person ceased to take 
any extradietary fluoride, he continued 
to excrete considerably greater amounts 
than he ingested in his diet. 

More recently, two persons have 
taken daily over long periods doses of 
the sodium salt that provided 3 and 12 
mg. of fluoride, respectively, equivalent 
to 0.05 and to 0.14 mg. per kg. These 
dosages are well below those that 
Roholm believed capable of causing 
skeletal fluorosis. In neither of these 
persons have radiographic changes oc- 
curred in the density of the bones, al- 
though one of them took more than 
20 gm. of sodium fluoride over a period 
of 120 weeks. Shortly after they began 
to take these amounts their urinary fluo- 
ride concentrations were 2 and 7 mg. per 
liter, respectively, but these tended to 
increase as the experiment progressed. 
At the start, the retention by the sub- 
ject who took the lower dosage was 
33.7 per cent, but between the 36th and 
43rd weeks, it had decreased to 13.9 
per cent. A similar trend toward de- 
creasing rates of storage has been ob- 
served by others in the case of rats fed 
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diets with either 4 or 12.5 ppm over 
225 days.” 


HUMAN FLUOROSIS FROM WATER-BORNE 
FLUORIDES 

From analyses of the water supplies 
of many communities in the United 
States, it has been estimated that over 
two million people use water with from 
0.9 to 2.0 ppm and that three million 
use water with from 0.9 to 5.1 ppm.*® 
In a few areas even greater amounts are 
present. The chemical source of this 
naturally occurring fluoride is not 
known, but it is commonly assumed to 
be calcium fluoride. Our metabolic data 
have shown that when calcium fluoride 
is taken in solution the fluoride ion 
derived from it behaves as does that 
from sodium fluoride. 

The daily intake of water varies 
widely with climatic conditions and with 
the individual, his age and activity. 
Normally active adults in temperate 
climates may drink from 1 to 3 liters, 
but those engaged in labor under desert 
conditions may require so much as 9 to 
10 liters or even more. From many 
analyses of duplicates of the food and 
fluids consumed by a 63-year old man 
and his 57-year old wife, long-time resi- 
dents of Bartlett, Tex., where the water 
contained 8 ppm, their average daily in- 
take of fluoride was found to be 15.3 
mg., only about 15 per cent of which 
appeared to be stored. Neither ex- 
hibited osseous changes. Their average 
urinary concentrations were 9.8 and 7.7 
mg. per liter, respectively, values very 
closely approximating the concentration 
in the drinking water. These observa- 
tions extend to higher concentrations 
and to greater ages, the earlier finding 
of McClure ** that the average urinary 
‘concentrations of groups of young men 
approximate closely those in the water 
they drank over the range of 0.2 to 
4.7 ppm. 

Chronic dental fluorosis occurs almost 
universally where the water contains 4 
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or more ppm, and very mild, difficultly 
detectable alterations in the enamel may 
be found in about 10 per cent of the 
children using water with 1 ppm. Belief 
in the inability of water having the lat- 
ter concentration to induce the extra 
dental manifestations of fluorosis de- 
pends in part upon the extent to which 
these may be found when sought for 
among people using water containing 
greater amounts. Hodges** found no 
evidence of skeletal fluorosis in x-rays of 
31 persons who had lived for 18 to 68 
years at Bureau, IIl., where the water 
has 2.5 ppm, or in those of 86 persons 
at Kempton, IIl., where the content has 
varied between 1.3 and 3 ppm. A 
radiologic survey of 114 persons who 
had lived for at least 15 years at Bart- 
lett, Tex., where 8 ppm were present, 
revealed minimal evidence of an increase 
in the density of the bones of 12 per 
cent of those examined, but in no case 
was there any deformity or interference 
with function. Medical examinations, 
which included urinalyses and blood 
counts, revealed no evidence that the 
residents of Bartlett were less healthy 
than were those of nearby Cameron 
where the water contained only 0.3 
ppm.** Examination of 1,400 high 
school boys and 1,700 draftees, grouped 
in accordance with their residence in 
areas where the water contained 0, 0.1, 
0.5, 1.2, or 1.8 ppm, revealed no statis- 
tically significant differences in their 
heights and weights or in the numbers 
of fractures of bones suffered by them.”* 
In the Newburgh experiment on fluo- 
ridation as a preventive of dental caries, 
careful pediatric examinations have re- 
vealed no skeletal or other abnormalities 
attributable to the fluoride added to the 
water.2® In Texas, the calcium and 
phosphorus metabolism of two girls with 
mottled enamel was found normal in 
balance experiments.*° 

Reports of the endemic occurrence of 
skeletal fluorosis have, however, come 
from regions in other parts of the world 
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where the water contains excessive 
amounts of fluoride, and where, as in 
India and China, malnutrition is preva- 
lent. Only a few of these are complete 
enough to be of use in establishing the 
threshold concentration at which harm 
may occur. Six natives of South Africa, 
who for 19 years had used water con- 
taining 11.8 ppm, exhibited characteris- 
tic radiographic changes and stiffness of 
the spine.*! In China, a few cases have 
occurred in persons who had used water 


containing 5.9, 6.3 or 13.1 ppm.** No 
cases are known in which skeletal 


changes have occurred in regions where 
there is no mottling of the teeth. 

More reliable quantitative informa- 
tion may be obtained by studying the 
condition as it arises from industrial ex- 
posure. Industrial hygienists determine 
the mean values and the ranges of the 
concentrations in which a noxious agent 
may appear in the urine among groups 
of workers exposed to various degrees of 
atmospheric concentration, and, by cor- 
relating the data with the presence or 
absence of illness among the various 
groups, learn which degrees of exposure 
are harmful and which are safe. The 
previously mentioned correspondence 
between the concentrations of fluorides 
in the urine and drinking water found 
among residents of various communities 
makes it possible to apply this method 
to data from industrial workers in an 
appraisal of the safety of fluoridation. 

Healthy Danish workmen have uri- 
nary fluoride concentrations ranging 
from 0.3 to 1.6 mg. per liter, with a 
mean of 0.92 mg. per liter. In the group 
of cryolite workers which included many 
with skeletal fluorosis, the mean was 16 
and the range 2.4 to 43.4 mg. per liter.** 
In two factories in the United States, 
increases in the radiographic density of 
the bones have appeared in men whose 
urine was known to have contained 10 
or more mg. per liter.** More recent 
data offer some indications that such 


changes may occur to a slight degree in 
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a few men with urinary concentrations 
of but 6 mg. per liter. 

. Like other biological functions, the 
ability to excrete or to store fluorides 
may be expected to vary from individual 
to individual. The instances of early 
fluorosis of the bones seen among these 
workers and among a small proportion 
of the population of Bartlett suggest the 
threshold concentrations which may 
affect those persons who may be most 
prone to store fluoride. 

It has been found that the ability 
of rabbits to excrete administered fluo- 
ride is diminished, temporarily during 
the acute state of nephritis induced by 
giving a nephrotoxic agent such as 
uranium.** 

The only case in which skeletal fluoro- 
sis in the United States has been at- 
tributed to water-borne fluoride was 
discovered incidentally during the illness 
of a 22-year old man who died of uremia 
seven years after he had suffered an 
accidental kidney injury. At necropsy, 
his right kidney was found to be but a 
thin-walled, cystic, fluid-filled mass, 
while the left was small and contracted. 
During the first seven years of his life 
he had used water containing 12 ppm. 
Later, he moved about, living, with the 
exception of two years, in areas where 
the water contained 4.4 or 5.7 ppm. A 
somewhat similar case has been reported 
from South America.** 

In order to learn something of the 
rates at which fluoride may be stored 
by persons with kidney disease, it is 
suggested that a search be made for 
evidence of skeletal fluorosis in such 
x-rays as may be found in the case 
records of patients with chronic nephri- 
tis in hospitals in communities where 
the water contains known amounts of 
fluorides. In the unlikely event that 
evidence of the occurrence of fluorosis 
should be found in patients with chronic 
nephritis who have used water with no 
more than 1 ppm, it should be possible 
for physicians who discover such disease 
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to advise their patients to use nonfluo- 
ridated water which could readily be 
made available for their use. No evi- 
dence exists that water-borne fluoride 
has been a cause of nephritis. In exam- 
inations of many specimens of the urine 
of young men who used water with from 
2.0 to 5.0 ppm, McClure ** found no 
more instances of the presence of blood 
or of albumin than were encountered 
among those using water with no more 
than 0.3 ppm. Examination of the mor- 
tality rates from nephritis, or other 
diseases, including cancer, recorded in 
various communities has. revealed no as- 
sociation with the fluoride content of 
their water supplies. 


CONCLUSIONS 

The results of animal experimentation 
show that the prolonged intake of quan- 
tities of fluoride too small to induce 
dental fluorosis does not give rise to any 
of the nondental manifestations of 
chronic intoxication by fluorides. Epi- 
demiologic data and clinical and radio- 
graphic examinations of exposed indus- 
trial workers indicate that only when the 
fluoride content of a water supply ex- 
ceeds 5 or 6 ppm will its prolonged 
usage give rise to detectable osseous 
changes and then only in the most sus- 
ceptible persons. The evidence as a 
whole is consistent in offering assurance 
that bringing the fluoride concentration 
in communal water supplies to that 
known to be optimal for dental health is 
a prophylactic public health procedure 
which has an ample margin of safety. 
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In memory of the late health commis- 
sioner of Detroit, Bruce H. Douglas, the 
Women’s Committee of the Tuberculosis 
and Health Society of Wayne County, 
Michigan, has established a scholarship 
fund to assist worthy persons desiring 
to take graduate work in public health 
education or medical social work. 

To be eligible applicants for scholar- 
ship grants must: 


1. Have a Bache'or’s Degree from a recog- 
nized college or university ; 

2. Be qualified for admission to a recognized 
school of public health or school of social 


work ; 
3. Indicate a desire to continue in these 


fields after graduation ; 
4. Apply before March 1 each year. 


Grants may be awarded up to a total 
of $2,000, with one-half of the grant 
provided by the Women’s Committee; 
the other half by the National Tuber- 
culosis Association. 


The Bruce H. Douglas Memorial Scholarship 


Candidates- must personally appear 
before a reviewing Committee established 
by the Tuberculosis and Health Society. 
Persons residing outside of the State of 
Michigan will be required to report to 
the nearest tuberculosis association for 
their personal interview. 

Applicants, in addition to being ac- 
ceptable to the local scholarship com- 
mittee, must also apply to and be 
approved by the National Tuberculosis 
Association. All candidates must be of 
sound health. 

Any person awarded a scholarship 
from the Bruce H. Douglas Memorial 
Fund must agree to work in Wayne 
County for at least two years following 
graduation, provided a suitable position 
is open. in the fields of health education 
or medical-social work. 

Information and application forms 
may be obtained from the Tuberculosis 
and Health Society, 153 E. Elizabeth, 
Detroit 1, Mich. 
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Social Pathology as a Medical Science 


GEORGE WOLFF, M.D.* 
Chief, Biometrics Branch, Medical Division, Civil Aeronautics 
Administration, Washington, D. C. 


I. Outline of a Theory: Definitions and 
Delimitations 

‘TH! concept of social pathology and 

social medicine has more and more 
focused general attention on the founda- 
tions of public heaith and preventive 
medicine in modern society. The sub- 
ject of social medicine and its teaching 
has recently been widely discussed both 
in England and the United States; in 
the French and German language areas 
such developments had taken place some 
decades earlier.* 

It is worth while to dwell for a mo- 


ment on a more precise definition of the 
science of social pathology to avoid all 


further confusion. By the term “Social 
Pathology” is meant in this essay the 
systematic doctrine demonstrating, as 
far as possible by quantitative means, 
the interrelationship between genuine 
pathological conditions of man, i.e., hu- 
man diseases in the clinical-medical 
sense and social conditions of the human 
environment. A short definition may be 
formulated as follows: 

The relation between disease and 
social conditions is the content of social 
pathology; its method is necessarily a 
sociological description of this relation- 
ship which, for simplicity’s sake, is 
mostly based on a statistical analysis of 
the quantitative findings. Its goal is the 
generalization of hygienic culture among 
all members of the community and their 
descendents through medical care, 
health education, protective legislation, 
and other means of social policy. 

For example, the social pathological 
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investigation into tuberculosis and social 
conditions (such as income, occupation, 
housing, nutrition, family size, or other 
elements of the social environment) 
needs the sociological-statistical compar- 
ison of certain groups in respect to 
tuberculosis.2 On the other hand, the 
anatomical-pathological and clinical ex- 
amination is predominantly based on in- 
dividual observation and experimental 
clarification of the case by histological, 
chemical, bacteriological, etc., tests. This 
shows very clearly the difference be- 
tween the clinical-pathological and 
social-pathological approaches. From 
the angle of social medicine it is the 
frequency of a disease and its social- 
pathological type which makes it a 
social problem; it is not necessarily a 
disease hard to diagnose. From the 
clinical point of view it is the interesting 
case, the difficult and rare disease which 
catches the attention in the first place 
and makes it a medical problem. For 
the clinician it is the “case,” for the 
social pathologist it is the “group” to be 
dealt with. 

A more concrete example of such in- 
vestigation in the borderline area be- 
tween social and medical science has 
been offered by this author a few years 
ago in a study comparing, country by 
country, the extent of industrialization 
by certain indices with the death rate 
from tuberculosis over several decades. 
From statistical correlations it could be 
shown that, in spite of the risks of indus- 
trial work, tuberculosis mortality in ° 
highly industrialized countries on the 
average is lower than in most agrarian 
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states where the standard of living and 
hygiene often leave much to be desired. 
Fer decades tuberculosis mortality was 
lower in industrialized England and Bel- 
gium than in predominantly agrarian 
France and Hungary; in the United 
States, with increasing industrialization 
since the turn of the century it is lower 
than in Japan which up to the last 
World War must be reckoned, according 
to occupational censuses, as primarily 
agrarian. This, of course, does not 
mean that industrial work by itself is 
healthier than agricultural work; but it 
does mean that the earlier injuries of 
factory labor, evident in the beginning 
of industrial developments everywhere, 
are overcome or are overcompensated by 
the general improvement in standards of 
living for the bulk of the people. 
Thus, industrialization of civilized 
nations brings with it not only dust and 
industrial diseases, but also elevation of 
the nationa! well-being, higher wages 
and protection of workers together with 
better medical treatment and numerous 
measures of sanitation and preventive 
medicine. However, it became evident 
also that within the same country, as a 
political and cultural unit, the inhabi- 
tants of which enjoy more equally the 
resources of modern civilization and 
technology, the menace of tuberculosis 
as a mass disease is mostly less in the 
agricultural districts and occupations 
than in the industrialized ones. This 
could be demonstrated within the 
provinces and districts of Germany and 
England as well as for the individual 
states of the United States.* The com- 
plex nature of a sociological and social- 
pathological analysis is obvious when 
we are to deal with the prevalence of 
disease in various groups of human 
society. Group observation is charac- 
teristic of any social-pathological study 
and, therefore, epidemiology as the de- 
scription and statistical analysis of mass 
diseases is closest in its methods to social 


pathology. 
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Il. Social Pathology, Preventive Medi- 
cine, and Public Health , 

‘The remarks on social pathology 
ought to make it sufficiently clear that 
a new factor must enter the picture of 
medical science and preventive practice 
if we are entitled to make social medi- 
cine an academic discipline in its own 
right, or to distinguish between curative, 
preventive, and social medicine in the 
curriculum of the student. 

The new factor to be considered is the 
social component of health and disease, 
or the relationship between social condi- 
tions of the daily environment and 
health, or lack of health. Such a rela- 
tion between social environment and 
health conditions exists almost in any 
disease, if varying in degree. “Disease, 
all forms of disease, invariably affect 
the individual’s social life.” as it was 
expressed by Henry E. Sigerist in a 
historiographic picture of civilization 
and disease. This social factor is more 
obvious in some diseases, such as tuber- 
culosis, chronic rheumatic fever, rickets 
than in others, such as cancer, diabetes, 
psoriasis. To find the varying degree of 
the social differential in morbidity and 
mortality, often intertwined with the 
differential between racial, geographical, 
or national groups, is the essence of 
social pathology, which because of its 
bearing on future generations requires 
the discussion of the hereditary factor in 
disease also. This is a new important 
task of public health. At the same time 
the quantitative (statistical) and quali- 
tative (social) element of human 
pathology makes for a clear theory of 
social medicine, which otherwise is in 
great danger of being cbscured by a 
vague phraseology.® 

At this juncture we will first quote a 
sentence from an American pioneer of 
public health, C.-E. A. Winslow, who in 
an address at the Seventy-fifth Anni- 
versary of the Massachusetts State 
Board of Health put it this way *: 
“Public health which in its earliest days 
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was an engineering science and has now 
become also a medical science must 
expand until it is in addition a social 
science.” This statement of a public 
health scholar in the United States illus- 
trates well the historical development. 
If periodic examination of the healthy 
and hospitalization of the sick is being 
included as a state obligation in public 
health or public medical care, as it has 
been recently termed by Franz Gold- 
mann," the social implications of public 
health administration and work are 
clearly seen. 

The creation of health centers for 
providing all medical services, preven- 
tive and curative, to the family as the 
group unit (not only to casual indi- 
viduals of the same age, occupational, or 
disease-exposed group) is another im- 
portant step in the development of social 
medicine. This was the inspiring idea of 
the Peckham Experiment, initiated in 
1926 under the leadership of G. Scotts 
Williamson in a suburb of Greater Lon- 
don for a limited number of families; 
they voluntarily joined the community 
center, but never reached in this pioneer 
experiment a number of the 2,000 fam- 
ilies. Since then, the establishment of 
health centers has become a leading 
idea in social medicine. “Health centers 
in the teaching of social health cor- 
respond to hospitals in the teaching of 
clinical medicine,” says John B. Grant 
(International Health Division of the 
Rockefeller Foundation) in an article 
commending the teaching of social medi- 
cine in the curriculum.® 

More recently, a plan similar to the 
Peckham Experiment in London has 
been proposed as a future research 
project in Greater New York by Thomas 
D. Dublin and Marta Fraenkel,!® based 
on experience from prepayment medical 
care planning with a view to establishing 
health maintenance services for a larger 
number of families, between 6,000 and 
8,000, or no less than 20,000 persons to 
be taken care of by the health center. 
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These authors call their program, in- 
cluding all diagnostic, therapeutic, re- 
habilitative, as well as preventive serv- 
ices to the members of the family, “an 
experiment in social medicine, where the 
application of the experimental method 
so highly developed in other branches 
of medicine is long overdue.” It may 
be open to question whether in social 
medicine the strictly experimental 
method of natural science and individual 
observation can be applied. In all social 
sciences mass observations are the basis 
of the statistical analysis, retrospective 
and prospective; in natural science, on 
the other hand, the experimental method 
is characterized from the beginning by 
the inherent possibility of its being re- 
peated at the experimenter’s discretion. 
This is hardly the case in an investiga- 
tion of given or planned social events. 
Public health work originally covered 
the field of sanitary engineering, water 
supply and canalization, disposal of 
domestic and industrial refuse, housing 
problems and food control, accident pre- 
vention and occupational injuries. This 
field maintains its high importance for 
the sanitation of city and country life, 
much more so with increasing indus- 
trialization and motorized traffic. It did 
not concern itself specifically with the 
personal welfare of the human being in 
our man-made society. Then came the 
epoch of bacteriological and proto- 
zoological discoveries, tied up with the 
names of Louis Pasteur and Robert 
Koch, Charles Laveran, Ronald Ross, 
Patrick Manson, Foward Ricketts, Wal- 
ter Reed, to list only a few names of the 
great explorers of the pathogenic 
microbe world and the insect vectors of 
disease. Public health work was now 
almost identified with the fight against 
communicable and tropical diseases. To * 
this fight against the pathogenic 
microbes Paul Ehrlich added a thor- 
oughly thought out specific chemother- 
apy, originally conceived on the basis 
of his ingenious side-chain theory for 
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the explanation of the immunity process. 
It finally led him to the idea of a there- 
pia sterilisans magna to destroy the 
parasites without seriously damaging 
the body cells. In our days the inven- 
tion of the sulfa drugs and the miracle 
of the antibiotics has been added, and 
the introduction of such efficient insec- 
ticides as DDT even makes the eradica- 
tion of malaria, the most destructive 
mass disease in the warm climates, and 
of typhus and plague a possibility. This 
is one of the glorious chapters in the 
history of medicine and, indeed, of pub- 
lic health as a medical science. 

After this classical age of experimen- 
tal-microbiological, specific-therapeutic 
and prophylactic discoveries, which 
made hygiene—at least in western civili- 
zation—a genuine natural science and 
man’s natural environmtnt a safe world 
to live in, including the microbe world, 
public health work has entered its third 
stage. By including in its research man’s 
social environment, i.e., in particular the 
social conditions under which men are 
compelled to live, to work, to rear chil- 
dren, and to provide for those to come, 
public health and hygiene have also be- 
come a social science. Variable social 
conditions continually influence the 
health and efficiency of the members in 
the community; they may aggravate an 
open disease as well as cause a latent 
disease to become manifest. By using 
all medical progress that the modern 
age has provided and by investigating 
systematically into the social, economic, 
and occupational conditions of the 
groups which constitute modern society, 
public health work has acquired the 
characteristics of a social science based 
on a theory of its own in the borderland 
between social and medical science. This 
is the conception of social pathology in 
the strict medical sense, including social 
etiology as well as social therapy, which 
may be summarized in one term as “so- 


cial medicine.” * The new science uses 


its own methods, and this is character- 
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istic of many another scientific develop- 
ment. Social pathology is conceived in 
the first place with the statistical (quan- 
titative) method, but it should be kept 
in mind that the social content (the 
qualitative element) is by no means 
exhausted by formal statistics. Social 
pathology requires in addition a good 
amount of medical and social experience, 
and the professor of social medicine 
needs at least some basic knowledge of 
sociology, social biology, demography, 
and eugenics, all of which require the 
critical use of statistics. 

The epidemiological study of tubercu- 
losis has been the classic example for 
weighing the social etiology in the suc- 
cessful fight against a chronic infectious 
disease, while the corresponding study 
of cancer shows that this chronic and 
noncentagious disease is only little af- 
fected by adverse social conditions; this 
is still less the case with diabetes, an- 
other chronic disease which is even 
inversely correlated with adverse eco- 
nomic conditions. From this point of 
social etiology, cancer and diabetes can- 
not be termed “social diseases,” the 
control of which can be expected with 
the bettermiént of social-economic condi- 
tions..1_ Only certain occupations and 
habits seem to expose permanently irri- 
tated organs or tissues to localized forms 
of cancer, probably due to the effect of 
one or more carcinogenic factors the 
nature of which is not yet known. In 
this connection, recent statistical-epi- 
demiological studies deserve to be men- 
tioned according to which cancer of the 
lung is significantly associated with the 
increased amount of smoking.’* But 
even this important finding from epi- 
demiological studies does not place lung 
carcinoma among the social diseases in 
the usual sense, and much less so the 
great thajority of other cancer localiza- 
tions, in particular cancer of the diges- 


*In Germany the general term of the new field 
was Social Hygiene (Grotjahn), placing the emphasis 
on prevention; at present, Social Medicine, has become 
the standard term and is more 
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tive and genital organs, the genuine 
causation of which is still obscure. 
Naturally, a statement that cancer is 
not a social disease in the same sense as 
tuberculosis, by no means implies that 
this mass affliction in middle and old 
age is not a most dreadful challenge to 
modern medicine and medical care; it 
only means that further research into 
the biological etiology of malignant 
growths has to clear the way before an 
essential decrease can be expected by 
specific-therapeutic or social-medical 
methods. 

The social-economic differentials in 
mortality from the diseases mentioned, 
and most others, are for decades shown 
in the invaluable British statistics of the 
Registrar General’s decennial supple- 
ments on occupational mortality among 
five social groups into which the entire 
occupational population of England and 
Wales and their deaths are subdivided. 
This monumental statistical work, last 
published for the census years of 1921 
and 1931, is still unsurpassed today 
and has for many years served as the 
main reference material for numerous 
individual investigations and research 
analyses.'* Nowadays the emphasis is 
more and more on morbidity studies, the 
statistical evaluation and accuracy of 
which, however, is a much more difficult 
task. The reporting of sickness, par- 
ticularly of the mild and incipient cases, 
is always more problematic than the 
enumeration of the dramatic end of the 
disease which will relatively often be 
correctly diagnosed on the death cer- 
tificates. An impressive study of this 
kind in the United States is the Na- 
tional Health Survey, 1935-1936, car- 
ried out by a large staff of the Public 
Health Service with many advisers and 
collaborators from other agencies and 
published in a number of individual 
papers over a longer period of time.™ 
Valuable as these statistical data are, 
dealing on a sampling basis from a 
house-to-house canvas in a predomi- 
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nantly urban population with the occur- 
rence of sickness and disability in rela- 
tion to social-environmental conditions, 
no attempt so far has been made to 
synthesize the manifold data more sys- 
tematically as Sydenstricker did in a 
previous study on health and environ- 
ment.!®° Though some of the statistics 
may be out of date by now, their intrin- 
sic analytic value will continue to form, 
together with the current data on mor- 
tality and causes of death as published 
by the National Office of Vital Statistics, 
the fundamental raw material for a 
social-pathological inventory of the 
United States. Naturally such official 
data have to be complemented, from 
time to time, by special inquiries into 
the trend of prevailing disease in the 
various sociai-economic and occupational 
groups. 

A systematic presentation of social- 
pathological facts and their critical in- 
terpretation from new inquiries in the 
English-speaking world is still missing. 
This task of the future is worth being 
called a “system of social medicine,” in 
which disease by disease should be dis- 
cussed in regard to its social etiology 
and its possible hereditary components. 
Such an attempt was made in Germany 
at the beginning of this century by the 
pioneer of social pathology, Alfred 
Grotjahn, who (after several preceding 
handbook articles) wrote the first medi- 
cal textbook under this title. His Social 
Pathology in its first edition appeared 
in 1911 and carried the significant sub- 
title “Attempt at a doctrine of social 
relations of disease as a foundation of 
social medicine and social hygiene.” '* 


The goal of social medicine is to | 


achieve a generalization of hygienic cul- 
ture in modern society. Medical care 
has for long time provided hospital 
facilities for the poverty-stricken classes 
as well as the well-to-do; periodic health 
examination is another tendency in this 
line. But only in its modern develop- 
ment has medical care aimed at provid- 
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ing all preventive and curative help on 
the insurance principle or prepaid plans. 
Thus, public medical care approaches 
- the pattern of social medicine, i.e., the 
* generalization of hygienic culture among 
the entire community and its descend- 
ents. By no means must social medicine 
be confused with “socialized” or state- 
controlled medicine. It is natural that 
social medicine, health insurance, and 
related institutions of medical care 
should primarily serve the low income 
groups and protect them against the un- 
foreseen hazards of life. But altogether, 
social medicine is characteristic of the 
trend which modern social policy and 
protective legislation has taken or will 
take in any highly mechanized civiliza- 
tion with steadily increasing mass pro- 
duction schemes. The investigation into 
the social etiology of disease, which is 
the essence of social medicine, is a neces- 
sity in any industrialized economy of 
our age, be it capitalism and free enter- 
prise, or socialism and planned economy. 

A final word may be added concerning 
the practice and practitioner of social 
medicine. The social pathologist and 
medical statistician as well as the medi- 
cal planner and administrator must have 
not only a good knowledge of basic 
medical and social facts, of statistics and 
their limitations, he must also have a 
“keen interest in humanity,” as F. A. E. 
Crew, former geneticist and present 
professor of public health and social 
medicine at the University of Edin- 
burgh, puts it in an inaugural lecture on 
social medicine as an* instrument of 
social policy,’* or a sympathetic under- 
standing for the social problems and the 
social consequences of disease in the 
common people, as many medical hu- 
manitarians since Frank and Virchow, 
Chadwick and Simon have demanded in 
their time. Then the ancient wisdom 
in the words of Hippocrates will hold 
also for the new field of social medicine: 
“Where there is love of man there is also 
love of the art.” 


SoctaL PATHOLOGY 1581 


SUMMARY AND CONCLUSIONS 


1. Social pathology in a strict medical 


sense is the systematic doctrine inquiring 
into the relationship between genuine 
pathological conditions, i.e., human 
diseases in the clinical sense and man 
in his daily environment. Social pathol- 
ogy as a medical science is not to be 
confounded with a broad description of 
general social maladjustments, such as 
the sociologists use in their terminology 
of broken families, divorces, crime, pros- 
titution, unemployment, war, or other 
aberrations from normalcy in family life, 
state, and society. Since social pathol- 
ogy in the medical sense, and the con- 
clusions drawn from it, aim at the 
generalization of hygienic culture among 
present and future generations, the dis- 
cussion of the hereditary factor in dis- 
ease is also required. 

2. A clear-cut definition and theory 
of social medicine is to be based on a 
systematic study of social-pathological 
differentials in morbidity and mortality. 
The theory of social medicine includes, 
in addition to basic knowledge of medi- 
cine, abstractions from social science, 
population theory, demography, and 
eugenics, all of which require the critical 
use of statistics. The practice of social 
medicine is almost identical with medi- 
cal care programs in the United States. 
The adjective “social,” however, implies 
the acknowledgment of social factors in 
the causation and, consequently, in the 
prevention of group diseases. Banal and 
frequent illnesses, such as common colds, 
rheumatism, flat feet, hernia, furunculo- 
sis may have from the social-medical and 
social-economic point of view more im- 
portance than the rare and “interesting 
cases,” which naturally attract the 
greater care of the medical specialist. 

3. The professor of preventive medi- 
cine becomes a professor of social medi- 
cine only with the concept of social 
etiology in mind, applying the methods 
of group observation (statistics) and 
social analysis to medical problems; else 
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he is another clinical professor of medi- 
cine using a somewhat different name. 
The investigation into the social etiology 
of disease is the essence of social medi- 
cine, which must not be confused with 
“socialized” or state-controlled medi- 
cine. The activities of social medicine, 
though basically depending on the re- 
‘sults of medical research, apply not only 
to the sick individual but to an even 
higher degree to certain groups in human 
society who are not necessarily in a state 
of open disease, yet who are potentially 
menaced by social agents of their en- 
vironment. 
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Health Departments and the Housing 
Problem* 


RALPH J. JOHNSON 
Consultant, Hygiene of Housing, Division of Engineering Resources, Public Health 
Service, Federal Security Agency, Washington, D. C. 


ESPITE advancing standards of liv- 
ing, 16,000,000 American families 
live in housing that has basic health 


deficiencies. This is the hard core of, 


the housing problem that health officials 
can help to reduce. 

The housing problem is pervasive; 
every individual, group, and organiza- 
tion has a stake in attacking it. Unless 
positive action is taken, this problem 
can only increase. The housing situa- 
tion is not static. Heavy outlays of 
housing goods and services are necessary 
merely to provide for the population 
increase, for normal maintenance, and 
to mitigate extreme obsolescence. Far 
heavier outlays are necessary to improve 
the relative supply of decent housing. 
These are the relentless dynamics of 
housing progress. 

The attack on housing conditions by 
means of new construction, redevelop- 
ment, and public housing has been 
described extensively, but the oppor- 
tunities for improving substandard 
housing by enforcement of health regu- 
lations has been given far too little 
attention. 

The health department has a unique 
and personal relationship with the fam- 
ilies who occupy substandard housing. 
The public health nurse and sanitarian 
are frequent visitors to the slum home 
and the blighted area. Morbidity and 


* Presented at the meeting of the Western Branch, 
American Public Health Association, in Denver, Colo., 


June 6, 1952. (Adapted in part from “Health De- 


partments and the Housing Problem,”” appearing in 
Publ: Health Reports, January, 1952.) 
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mortality rates, along with nuisance 
complaints, are almost always higher 
in these areas than the average for the 
community. It follows that public 
health problems are greater and expen- 
ditures for services higher in these areas. 

The housing problem is not hope- 
less—even the root evil of poverty is 
not entirely insurmountable. An atti- 
tude of despair and neglect is the precise 
prescription for decay and rot which is 
the forerunner of the creeping blight 
that turns decent housing and its en- 
vironment into slums. It is undeniable 
that there is a reciprocal effect between 
physical conditions of blight and family 
morale. Tenant and owner neglect of 
dwellings and community neglect of en- 
vironment and services interact upon 
and contribute to each other. Some- 
where in every slum is to be found a 
combination of these factors. 

This regressive cycle can be reversed. 
Many changes and improvements can be 
made within existing knowledge and 
ability. Health officials are in a strate- 
gic position to stimulate a new attitude 
of confidence in our capacity as a nation 
to improve much of our present sub- 
standard housing. 

It has been demonstrated in several 
cities that when health departments en- 
force minimum standards of healthful 
housing, the process awakens com- 
munity interest and furnishes the incen- 
tive for further improvements. In true 
American fashion, the neighbors begin 
to help each other and themselves; they 
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paint the porch, repair the walls, clean 
the yards, mend or remove fences, and 
plant flowers. Departments of city gov- 
ernment repair streets, provide better 
garbage collection, remove dead tree 
limbs, and improve services. An act of 
magic has not been performed, but 
self-respect has been restored in a de- 
teriorated environment. The cycle 
has been reversed; positive forces— 
which, like negative forces, interact and 
augment each other—have been put to 
work. When these forces become 
dominant, fundamental mastery of the 
problem has begun. 


THE HOUSING PROBLEM 

Housing problems are as complex as 
the world we live in, the resultant of a 
multitude of interrelated and interde- 
pendent forces.’:* However, we are con- 
cerned here mainly with substandard 
housing and its relation to public health. 
We may ‘measure an important dimen- 
sion of this problem by studying the 
numbers and types of substandard hous- 
ing as revealed by the 1950 census.* 

Notwithstanding the greatest building 
boom in our history, approximately one- 
third of the nation’s 46,000,000 dwel- 
lings have basic health deficiencies. 
Approximately 6,600,000 dwelling units, 
1 out of every 7 in the country, are 
overcrowded. About 1 out of 11 dwel- 
lings is so dilapidated that it provides 
inadequate shelter or protection against 
the elements or actually endangers the 
safety of the occupants. Approximately 
13,800,000 dwellings, 1 out of 3, lack 
hot and cold running water inside the 
structure. More than 6,900,000 have no 
piped running water. Only half of these 
are in rural farm areas. 

Approximately 12,900,000 dwellings 
lack decent toilet facilities. Surprising 
as it may seem, only about one-third of 
these deficiencies are in rural farm 
areas. More than 1 out of 4 dwellings 
do not have a bathtub or shower and 
more than 60 per cent of these are 
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found in the urban and rural nonfarm 
areas. 

The division between substandard 
and acceptable housing is shadowy and 
covers a range of units. However, using 
“condition and plumbing facilities” as 
an indicator, it can be estimated from 
the 1950 census of housing that there 
are approximately 16,000,000 dwelling 
units that have one or more basic health 
deficiencies. Detailed surveys by local 
health departments in representative 
communities across the nation underline 
these national figures. 

If we consider the needs revealed by 
these figures along with the modern con- 
cept of health as a condition, not only 
where disease is absent, but where there 
exists the desitfe and ability for pro- 
ductive effort in concert with family and 
community, then the health depart- 
ment’s opportunities and responsibilities 
emerge in their true perspective. 


METHODS OF ATTACKING THE 
HOUSING PROBLEM 

With some simplification, the attack 
on the housing problem in terms of dwell- 
ing units may be divided into three 
general forms of action: first, the pre- 
vention of accelerated rates of deteriora- 
tion of dwellings and their environment, 
thereby forestalling the formation of 
new blighted and slum areas; second, 
the rehabilitation of existing substand- 
ard housing, if salvage is economically 
feasible, and the demolition, which is 
part of rehabilitation in its broader 
sense, of substandard dwellings that are 
beyond repair, and third, production of 
new housing in a quantity sufficient to 
provide for the population increase, for 
families now overcrowded, for replace- 
ment of demolished and decayed struc- 
tures, and for the normal vacancy 
cushion. In short, prevention, rehabili- 
tation, and production are all necessary 
to improve housing conditions. 

In these areas, special responsibilities 
have been assumed by private enter- 
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prise and federal, state, and local gov- 
ernments, In prevention and rehabili- 
tation especially there is an underlying 
essential—an informed citizenry. 


PRIVATE ENTERPRISE 

The role of private enterprise in 
attacking the housing problem has been 
well defined over the years. Industry 
produces the materials used in the con- 
struction of all housing, including im- 
provements and ancillary utilities and 
facilities. The private builder and con- 
tractor erect almost all new housing, 
including that small segment that is 
built for public ownership. Private 
enterprise sells most new and existing 
housing. Private capital, with some 
assistance from government, provides 
the financing essential for almost all new 
construction and for most substantial 
improvements to existing housing. That 
private capital and industry can and do 
handle such a large part of the task is 
characteristic of this nation. 


FEDERAL AND STATE GOVERNMENT 

Federal and state governments supply 
assistance and services of a type that 
individuals and organizations cannot 
provide for themselves. Federal legis- 
lation provides assistance with the in- 
surance of mortgages, with the insurance 
of deposits in home loan banks, with 
mortgage money market financing, slum 
clearance and urban redevelopment, low 
rent public housing, research, loans and 
grants for farm housing, rent control, 
and with the collection of national 
statistics on housing, labor, and building 
materials. Furthermore, the Congress of 
the United States has established a na- 
tional housing policy stating that “the 
health . . . of the people, requires . . . 
as soon as feasible a decent home and a 
suitable living environment for every 
American family. . . .”* 

State governments provide assistance 
primarily with public housing, slum 
clearance and urban redevelopment, re- 
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gional planning, and basic legislation 
and police powers authorizing certain 


regulations. 


LOCAL GOVERNMENT 

It is of prime importance that the 
programs of all agencies of local govern- 
ment having anything to contribute 
toward better housing, and it is a sur- 
prising number, be coérdinated with 
each other and that programs be under- 
taken in a spirit of codperative action. 
Codperation on the part of the local 
health department is especially im- 
portant in view of the fact that the 
basic police power of the state to regu- 
late must be reasonably related to wel- 
fare, morals, safety or health if the 
regulation is to be held valid. Consider- 
ation of the housing functions of the 
other agencies of local government will 
materially assist the health official to 
carry out the health department program 
with the maximum effectiveness; the 
opposite, of course, is equally true. 

Building Department—The p 
housing function of the building depart- 
ment is to administer the building code 
which regulates the construction of new 
dwellings and major structural changes 
or additions to existing dwellings.® 

Planning Department—The planning 
department is concerned with the physi- 
cal facilities of the community and the 
location of these facilities for the benefit 
of the people. Housing in its broadest 
sense is an important part of these 
physical facilities. 

Zoning Board—The zoning board is 
usually administratively related to, the 
planning department. It administers 
the 7 code which fundamentally 
regulates the height of buildings, the 
density of land coverage, the use of land 
in the interest of the general welfare 
and health of the community, and for 
the protection of land values. 

Public Works Department — The 
public works department, among other 
things, is responsible for street repair 
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and improvements and certain commu- 
nity services such as garbage collection, 
all of which bear an important relation- 
ship to neighborhood morale and housing 
improvement. 

Fire Department—tin the context of 
this discussion the inspection service of 
the fire department is concerned with 
the design, construction, and mainte- 
nance of multifamily dwellings, room- 
ing houses, hotels, and public buildings 
in the interest of protecting the occu- 
pants and the community against injury 
or death by conflagration or explosion. 

Welfare Department — The welfare 
department provides financial assistance 
for persons with insufficient means. At 
least one-fifth to one-third of these 
funds are used for rental payments for 
housing. Although welfare departments 
consistently try to help families obtain 
the best housing possible, it is well 
known that, for the most part, welfare 
funds are only sufficient to obtain sub- 
standard housing. This situation re- 
quires administrative codperation be- 
tween health and welfare officials in the 
local government along with citizen 
support. 

Health departments active in housing 
can be a resource for the welfare agency 
by providing data on housing standards 
and quality. Minimum health stand- 
ards for housing derive from the health 
aspects of the police power of the states. 
Enforcement of these standards is gen- 
erally vested in health officials. Wel- 
fare departments attempt to recognize 
the cost of decent housing in their 
assistance standards. If health depart- 
ment data, relating to housing quality 
and rent, are used in the development 
of the money amount of the shelter item 
in the assistance standard, and if close 
coéperation between health and welfare 
departments is maintained, improvement 
of substandard housing will be advanced. 

Housing Authority—The local hous- 
ing authority is established as a corpo- 
rate body of the community for the 
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purpose of providing housing for low- 
income families who can not provide 
decent, safe, and sanitary housing for 
themselves at an economic rent in the 
community. 

Urban Redevelopment Agency—The 
slum clearance and urban redevelop- 
ment agency is established primarily for 
the purpose of assembling and clearing 
slum land for reuse. 

The housing activities of all of these 
branches of local government have 
numerous public health and sanitary 
engineering aspects and in addition are 
related in one way or another to the 
primary housing job of the health de- 
partment. United effort by all of these 
departments is essential for ultimate 
successful mastery of the community 
housing problem.” 


HEALTH DEPARTMENT 

The principal housing responsibility. 
of the health department is the adminis- 
tration of the housing code regulating 
the facilities, maintenance, and occu- 
pancy of existing dwellings. Although 
the minimum standards contained in 
the code are applicable to all dwellings, 
obviously they are primarily applicable 
to substandard housing. 

The first step in this task is to diag- 
nose the problem. To do this the 
health department must obtain the facts. 
The Committee on the Hygiene of Hous- 
ing of the American Public Health Asso- 
ciation has devised an objective method 
for measuring the quality of housing 
and its environment in a community,® 
and more than a quarter of a million 
dwelling unit schedules and related 
environmental data have been com- 
pleted. 

Communities that have used this ap- 
praisal method report that the informa- 
tion obtained is useful to so many 
agencies of local government that it is 
an important administrative device for 
obtaining interagency cotperation. How- 
ever, irrespective of the appraisal 
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method chosen to measure the housing 
facts in a community, it is imperative, 
from an administrative standpoint alone, 
to use a method that provides the 
essential information for all of the 
agencies concerned. The method must 
be objective, reducible to a numerical 
basis, and produce results subject to 
disciplined analysis. Of course, the re- 
sults should be capable of being repro- 
duced and validated. 

Whether the APHA appraisal or some 
other survey method is used, the health 
department must obtain detailed in- 
formation about substandard housing in 
the community so that enforcement 
policies can be formulated and exact 
facts stated. 

This leads to the second step which 
is to tell the story of this widespread 
breach of health and sanitary standards 
to the public. It has been clearly dem- 
onstrated in several communities that 
informing the public about these condi- 
tions is an essential part of a law en- 
forcement program.® As is customary 
with other health programs, these facts 
must be presented to the public so that 
the community, in true democratic 
fashion, may have the necessary infor- 
mation to use as the basis for the choice 
of remedial action. 

Once the specific information has been 
obtained and presented to the com- 
munity, the third step, the formulation 
of minimum health standards for hous- 
ing and adoption of laws for their en- 
forcement, may be intelligently accom- 
plished. The persons to be affected by 
these standards and laws—the housing 
code—should be given an opportunity to 
be heard, to present contrary evidence 
or opinion, and significantly to help 
define for the administrator the level 
of community acceptance of the pro- 
posed regulations. 

The American Public Health Associa- 
tion’s Committee on the Hygiene of 
Housing recently issued A Proposed 
Housing Ordinance regulating facilities, 


maintenance, and occupancy of existing 
(not new) dwellings and dwelling 
units."° This proposed ordinance is 
not intended to be a “model” code be- 
cause the Committee recognized that 
local housing laws must be tailored to 
meet local conditions and needs. How- 
ever, it was intended that this ordinance 
should serve as a useful guide to health 
officials who undertake to prepare a local 
housing code based on sound health 
reasons as a part of a local general health 
or sanitary code. 

However, laws are not self-enforcing. 
Once they are established, the actual 
accomplishments of enforcement, the 
fourth step, stands or falls on the judg- 
ment, the efficiency, and the impar- 
tiality with which the laws are adminis- 
tered. Since the general principles of 
housing law enforcement have been dis- 
cussed elsewhere," suffice it to say that 
effective action cannot be expected with- 
out adherence to good administrative- 
legal practices. 

Housing law enforcement programs . 
across the nation can reduce the deficit 
of good low-cost housing by rehabili- 
tating existing substandard housing 
which has a sound frame and founda- 
tion. Although the break down of hous- 
ing characteristics by states is not yet 
available from the 1950 census, it is 
probably safe to assume that the rehabil- 
itation of substandard dwellings in the 
western states is not as large a job as the 

verage for the nation. Health officials 

western cities have an advantage 
therefore in this program because gen- 
erally speaking their cities are younger. 
It follows that basic deterioration of 
dwellings and the absence of facilities 
is not! proportionately as large a problem 
as for the nation as a whole. Land 
density is not an insurmountable prob- 
lem. There is room for expansion. More 
can be done with less money and effort. 
More importantly, a greater contribu- 
tion can be made to arresting the spread 
of blighted and slum areas because 
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the deterioration is not as far advanced. 

Clearly, the maximum community 
benefit from housing law enforcement 
activities of the health department can- 
not be obtained if the program is con- 
ducted in isolation. It is necessary for 
the health department to decide in con- 
junction with all other official agencies 
of government and with representative 
community organizations concerned with 
the housing problem on the extent of 
enforcement and the area to be in- 
cluded. It is particularly important, of 
course, that the housing law enforce- 
ment program be coérdinated with the 
programs of the planning department, 
the slum clearance and urban redevelop- 
ment agency, and the assistance pay- 
ments of the welfare department. 

Housing is by no means entirely an 
urban problem. Numerous studies have 
been made of substandard housing in 
the small cities and rural areas as well 
as in the metropolitan communi- 
Unfortunately, most of the 
local agencies referred to do not exist 
in small communities or rural areas. If 
they do, they seldom are staffed to carry 
out the housing functions referred to 
previously. This increases the impor- 
tance of housing action by local health 
departments, where they exist, or by 
state health departments having juris- 
diction in small communities and rural 
areas. 

The Housing Act of 1949 recognized 
the need for assistance in rural housin 
problems and provided loans and ee 
for housing improvements to owners of 
farm dwellings unable to obtain financial 
assistance elsewhere. This program is 
administered by the Farmers Home 
Administration through its state di- 
rectors and the county agents of the 
Department of Agriculture. The 
Farmers Home Administration has 
adopted rules and recommendations 
establishing minimum standards for 
construction and repair of dwellings.'* 
These standards cover items relating to 
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light, ventilation, room size, site loca- 
tion, water supply, plumbing, sewage 
disposal, heat, and other items of special 
interest to health officials and, signifi- 
cantly, require compliance with local 
regulations. 

Certainly substantial improvements to 
farm dwellings, including water supply 
and sewage disposal facilities, can be 
made through codperative effort between 
local representatives of the Farmers 
Home Administration and health 
officials. 


SUMMARY 

The nation’s housing problem has de- 
veloped over a period of a century or 
more. The prevention of decay of 
dwellings and their environment, the 
rehabilitation of existing substandard 
housing, the demolition and replacement 
of those dwellings that are beyond re- 
pair, and the produgtion of enough new 
housing present enormous difficulties. 
Dollar estimates of the cost of such a 
program are staggering. We cannot 
expect to obtain good housing for all 
in a day, a year, or even a decade. A 
successful beginning has been made, and 
there can be extensive further progress 
with present-day knowledge. We should 
be able to expect substantial results in 
a generation. 

No single agency of government or 
industry working alone can solve the 
total housing problem; the solution de- 
pends on the combined efforts of federal, 
state, local government, and private 
enterprise with the active support of in- 
formed citizens all working as a team. 
The health department is an important 
member of this team. 
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The first Inter-American Congress on 
Public Health met in Havana, Cuba, 
September 27—October 1. Attended by 
about 250 public health specialists, the 
Congress marked the 50th anniversary 
of the Pan American Sanitary Bureau 
and coincided as well with the 50th anni- 
versary of Cuban independence. Presi- 
dent of the Congress was Dr. Enrique 
Saladrigas, Cuba’s minister of health. 
The American Public Health Associa- 
tion was represented by its retiring 
president, Gaylord M. Anderson, M.D. 

Dr. Brock Chisholm, director-general 
of WHO, speaking at the inaugural ses- 
sion, emphasized the need to study con- 
ditions in individual countries for suc- 
cessful adaptation of universal public 
health principles to the specific require- 
ments of each country; and further that 
WHO operates no public health projects 


Inter-American Congress on Public Health 


but gives technical assistance to those 
governments that request its help. Dr. 
Nacianceno Romero, Chile’s minister of 
health, speaking in behalf of the dele- 
gates of the American states, prophesied 
that public health activities in the 
various American countries would take 
on a new and vigorous drive because of 
the exchange of information and ex- 
perience provided by the Congress. 
Three official topics were considered 
by the Congress—tural sanitation, re- 
cent developments in disease treatment 
and control, and organization and inte- 
gration of health services. Five sym- 
posia were held dealing respectively with 
maternal and child health, public health 
education, yellow fever, tuberculosis, 
and zoonoses. For the last named James 
H. Steele, D.V.M., of the U. S. Public 
Health Service, was appointed chairman. 
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THE EIGHTIETH ANNUAL MEETING 


GAIN, as at San Francisco, approximately 4,000 of our members gathered at 

Cleveland. Some 375 papers and committee reports were presented and over 
500 names appeared on the roster of speakers. The scientific exhibits were of 
unusually high quality, well displayed, and well patronized. 

The notable address of our president, Gaylord W. Anderson, has already been 
presented to our readers in the November issue of this Journal, and the results of 
the deliberations of the Lasker Award Committee appear in this issue. We wish 
all our readers could have heard Dr. Brock Chisholm’s admirable speech at the 
banquet, but he spoke extemporaneously and no manuscript is available. 

As usual the Laboratory and Epidemiology Sections presented a wealth of 
stimulating new material of which papers by Sir Frank MacFarlane Burnet of 
Australia and Colonel Norman W. Elton appear in the present issue. The Engi- 
neering Section presented a symposium on a “Century of Progress Through Sanita- 
tion,” and the problem of fluoridation of water supplies was discussed in several 
sessions. The Health Education Section reported stimulating advances in research 
as to methodology in that field; and the Industrial Hygiene Section analyzed its 
rapidly expanding field and particularly explored the problems of medical services in 
industry. 

Particularly notable were discussions on community planning for health—net 
only in its engineering aspects but in the broadest social sense; and the possibilities 
of the self-survey and the professional survey were carefully analyzed. 

Emphasis on home care and on rehabilitation characterized the deliberations of 
the Medical Care Section and a particularly timely symposium dealt with the vital 
role of the general practitioner of medicine in the public health program and the 
development of sound relationships between the health officer and the family doctor. 
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To the writer the climax of the whole program came in a symposium on 
“Advancing the Frontiers of Public Health,” which was a Joseph W. Mountin 
Memorial Session. Nowhere have the goals of mid-century public health been 
outlined with such clarity and vision—largely in the quoted words of Dr. Mountin 
himself. We hope to present this symposium as our lead articles next month, as a 
fitting monument to a great leader. 

The award of the Sedgwick Memorial Medal to Kenneth F. Maxcy very 
appropriately carried on a great tradition in the field of epidemiology. Sedgwick 
himself was the founder of scientific epidemiology in this country; and among 
previous recipients of the Medal, Maxcy’s teacher, Wade Hampton Frost, was 
preéminent. 

One of the outstanding events of each Annual Convention is the simultaneous 
meeting on Monday night of three Standing Committees which are the basic 
planning conferences for our essential technical activities. The Committee on 
Administrative Practice is being infused with new life and vigor and is broadening 
notably the scope of its activities. The Committee on Research and Standards has 
completed the tenth revision of its classic report on Standard Methods for the 
Examination of Dairy Products and is well along in its work on the tenth revision 
of Standard Methods for the Examination of Water, Sewage and Industrial 
Wastes. It is planning an eighth edition of its report on The Control of 
Communicable Diseases in Man, to which reference is made in a subsequent editorial. 
The Committee on Professional Education is making notable progress with its 
programs for the standard qualifications of public health workers, for its Profes- 
sional Examination Service (now self-supporting, with fifteen to twenty thousand 
examinations given each year), with its Accreditation of the Schools of Public 
Health and its program of field training for medical health officers. 


AVENUES OF APPROACH TOWARD THE CONTROL 
OF POLIOMYELITIS 


htm Annual Meeting paper which occupied first place in press reports from 
Cleveland was the study on immunization against poliomyelitis reported by 
W. McD. Hammon and his associates." 

The Hammon report dealt with the production of possible immunity against 
poliomyelitis by the use of gamma globulin. Kramer in 1943 demonstrated that he 
could obtain passive protection of mice against the Lansing strain of poliomyelitis 
virus by use of immune serum. Subsequently, attention was drawn to the possible 
use of gamma globulin. In 1946 Francis made a study in an institution in Illinois 
which was not reported since no significant data were obtained. With the recogni- 
tion of the different types involved, it became apparent that passive immunity 
might be feasible. Many laboratories then proceeded to demonstrate that it could 
be produced in monkeys with gamma globulin.2. It has been shown, furthermore, 
that when tested in monkeys infected by feeding of virus, one could still observe 
infection and active immunity developed under the cover of passive immunity. 

The studies of Hammon and his associates, which have been carried out with the 
advice of an active committee of the National Foundation for Infantile Paralysis, 
Inc., began a year ago. The data were at first favorable, but not really significant. 
The results, this year, clearly point to the fact that gamma globulin can be a 
preventive. Nearly 55,000 children have been observed in areas where poliomyelitis 
epidemics were in progress, half of them being protected by gamma globulin and 
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half serving as controls. Only 26 cases occurred in the protected group against 64 
cases in the control group, a highly significant result. Hammon found that, 
excluding the first week following inoculation, “marked protection was afforded 
which lasted through the fifth week at least.’ There are, however, several limita- 
tions to the efficiency of this procedure. The protection afforded is only a passive 
immunity and—so far as we know—only temporary. There is no certainty that the 
gamma globulin content of blood is constant. Above all, however, it must be 
realized that—for any large-scale application of this procedure—enormous quan- 
tities of human blood would be needed, estimated at many millions of bleedings each 
year. The work, however, seems to be sound and highly promising. 

Studies on the more fundamental problem of producing active, instead of passive. 
immunity have also come into the limelight this fall. The question of active 
immunization against poliomyelitis has had earlier consideration in the studies 
which were carried out_by Kolmer and his associates and by Park and Brodie. They 
ran into difficulties, since the evidence suggested that active virus in the vaccine had 
caused actual paralytic disease in a certain number of persons. The prophylactic 
effect of tannic acid applied to the nasal mucosa was based on the concept that the 
infection was acquired through the nose. With advanced knowledge in recent years 


of the role of the alimentary tract in infection with poliomyelitis virus, a definite . 
shift in concept has developed with the realization that involvement of the central 


nervous system is an accidental ,phenomenon, while the intestinal infection is a 
common fact. Thus developed two obvious approaches; the first is that one may, 
by feeding attenuated virus, induce a limited infection which will elicit immunity 
without invasion of the central nervous system. Koprowski * described an infection 
of children with a-strain of Lansing type virus in which these circumstances appar- 
ently were observed. Cox has advanced the adaptation of this strain of virus further 
so that it will now grow in eggs. The egg material was given to a group of patients 
with whom Karl Meyer was involved,-showing that infection and antibodies could 
be induced. It should be clear at the moment that this does not involve the other 
two types of virus which have been clearly established as a result of extensive work 
reported in a series of papers in the American Journal of Hygiene.‘ This seems to be 
an interesting technical advance so far as cultivation of virus is concerned, but its 
immediate application to the disease problem as a whole is less clear-cut because the 
Lansing virus is not our usual epidemic strain in recent years. 

Another study which has been released this fall by Howe deals with a second 
approach towards active immunization with inactive virus in order to avoid infection 
and the risks that may attend it, but at the same time induce antibody formation. 
This approach is still more preliminary, Howe has used the spinal cord of monkeys 
infected with each of three types, has combined them and inactivated the virus with 
formalin. He infected five children with this material and showed that they devel- 
oped antibodies. Such a process has the disadvantage, which everyone recognizes to 
the point of making it undesirable if it can be avoided, of the quantity of monkey 
nervous tissue in the material and the expense and unwieldiness of production. In 
extensive efforts which had previously been made by a group in Baltimore to show 
that one could vaccinate monkeys, the difficulties encountered were so great as 
almost to make this type of procedure impossible in the practical sense. 

Both the Hammon and the Cox-Meyer attacks upon this vital problem of 
epidemiology seem highly significant and promising. Strong support to the prob- 
ability that active or passive immunity should be effective comes from the recent 
interest in the viremic stage of the disease, at least in animals, and this should, 
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according to one interpretation of pathogenesis, be inviting to beneficial vaccination, 
if it occurs in man. 

The year 1952 may well prove to have been an important landmark in the 
history of man’s struggle with poliomyelitis. The advances made are, however, only 
approaches toward an ultimate goal; but that goal has by no means been 
reached. Overoptimistic hopes (such as were aroused by the new procedures for 
the treatment of tuberculosis last spring) can do only harm to the ultimate cause. 


1. Hammon, W. McD., et af. Evaluation of Red Cross Gamma Globulin as a Prophylactic Agent for Poliomyelitis. 
J.AM.A. 150, 8:739 (Oct. 25), 1952. 

2. Bodian. David. Experimental Studies on Passive Immunization Against Poliomyelitis. Parts 1 and 2. Am. J. 
Ayg. 5$4:132-143 (July), 1951, and 56:78-89 (July), 1952. 

3. Koprowski, Hilary. Immune Responses in Human Volunteers Upon Oral Administration of Rodent Adapted 
Strain. Am. J. Hyg. $5:108-126 (Jan.), 1952. 

4. Series of articles on Immunologic Classification of Poliomyelitis Viruses. Am. J. Hyg, $4:191-274 (Sept.), 

1951. 


A JOB WELL DONE 


N° important task in a growing field is ever completed; and a subcommittee of 

the Committee on Research and Standards is planning to begin the preparation 
of an eighth revision of its classic report on The Control of Communicable Diseases 
in Man. Yet, any structure must rest on a sound foundation and the laying—well 
and truly—of such a foundation is a job of primary importance. 

Such a job has been done by Haven Emerson in the preparation of seven suc- 
cessive official reports of the APHA on this subject. From its first edition published 
in 1917 to the seventh edition issued in 1950, this monumental work has been 
directed by Dr. Emerson. The report has been approved in principle by the 
Surgeons General of the Public Health Service and of the U. S. Army, Navy, and 
Air Force. It has been translated into Spanish and Portugese by the Pan American 
Sanitary Bureau and widely used in all Central and South American countries. It 
has appeared in Siamese among other foreign languages. The text has been 
approved in principle by the Ministry of Health of England and Wales and the 
Department of Health for Scotland. Of the seventh edition, 125,000 copies have 
been printed and 115,000 already distributed. It is probable that no other activity 
of the American Public Health Association during its 80 years of service has had 
such widespread geographical influence as The Control of Communicable Diseases 
in Man. 

The preparation of the successive editions of this report has been the work of a 
competent and devoted committee; but since Dr. Emerson resigned the chairman- 
ship of this Committee at Cleveland, it is fitting to pay special tribute to his 

- leadership. For the enormous labor involved and the soundness and wisdom with 
which the work has been planned, the public health workers throughout the world 
owe a deep debt of gratitude to Haven Emerson. 
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Clearing House on Public Health Salary 


Information and Personnel Needs 


FourtH SALary StTuDy 

The fourth study of salaries of local 
public health workers has been com- 
' pleted. The report was prepared by the 
Division of State Grants of the Public 
Health Service with the codperation of 
the American Public Health Associa- 
tion’s Committee on Professional Educa- 
tion, the Association of State and 
Territorial Health Officers, and the Na- 
tional Organization for Public Health 
Nursing (now the National League for 
Nursing). 

This latest report, which covers some 
20,000 persons, differs in a number of 
respects from the earlier three. It has 
in the first place a wider coverage of 
occupational groups. For the first time 
salaries of public health physicians 
other than health officers, of dentists, 
sanitation personnel other than engineers 
and sanitarians, of veterinarians, and 
clinic nurses are reported. Also re- 
ported for the first time are salaries in 
local health departments serving popu- 
lations of more than 250,000. For the 
first time also, the data on nurse salaries 
in local nonofficial health agencies and 


in local boards of education secured by 
the National Organization for Public 
Health Nursing are included in the 
body of the report. In 1949 and 
1950 such data were published in supple- 
ments. 

The number of local health depart- 
ments reporting in the current study is 
483; whereas the 1950 study was based 
on 260 departments. Nearly 16,000 
workers in local health departments are 
included in the current study, fewer than 
5,000 in 1950 (Table 1). In addition, 
the current study shows salaries for 
nearly 3,005 nurses in 303 local nonoffi- 
cial health agencies, and 1,775 in 191 
local boards of education. 

In the five years since the first study 
of local salaries was made median salary 
levels for each of the seven categories 
of public health workers included have 
increased in local health units serving 
populations of between 50,000 and 250,- 
000. It can be assumed that similar, but 
perhaps not identical increases have 
taken place in salary levels of both 
workers serving smaller and of those 
serving larger populations. Over the 
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Number of Workers by Occupational Groups in 483 Local Health Units, 
by Population Groups Served 


Occupational Group 
Departments Reporting 


Total 
Local Health Officers 
Other Medical Officers 
Dentists 
Sanitary Engineers 
Sanitarians 
Other Sapitation Personne! 
Veterinarians 
Professional Laboratory Workers 
Healih Fducators 
Supervising Public Health Nurses 
Staff Nurses 
Clinic Nurses 
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Under Under or 
Total 250,000 500,000 More 
483 429 32 22 
15,724 6,755 2,179 6,790 ’ 
cy: 409 359 26 24 
rs $13 94 55 364 
195 66 16 113 
255 116 55 84 i 
2,993 1,425 303 1,265 
; 1,677 507 316 854 
i 234 77 43 i14 
; 869 293 SS 488 
179 00 20 69 
1,087 470 150 467 
6,810 3,058 1,027 2,725 
$03 200 80 223 
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Taste 2 


Percentage Increase in the Lower Limits of Median Salary Intervals 
in Local Health Units Serving Population of 50,000 to 250,000, 
1949-1952 and 1950-1952, Certain Occupational Groups 
Percentage Increase 
1948-1952 


Occupational Group 
Local Health Units 


Health Officers 

Sanitary Engincers 

Sanitarians 

Prof 1 Lai y Workers 
Supervising Public Health Nurses 
Staff Nurses 


Health Educators 
Nonofficial Health Agencies 


five-year period salaries of professional 
laboratory workers have registered the 
largest increase, adding almost half 
during the period (Table 2). The 
largest part of this increase has been 
registered in the past two years. 
Median salary intervals for supervising 
public health nurses increased by one- 
third during the five years and 18 per 
cent during the past two. Thirty per cent 
increases are reported for both health 
officers and sanitary engineers during 
the five years, the former showing the 
largest increase between 1948 and 1949, 
the latter the following year. 

Increases of one-fourth were reported 
for staff nurses and health educators. In 
the latter case, however, the entire in- 
crease took place in the first three years, 
since when median salary intervals have 
remained stationary. It will be noted 
that supervising and staff nurses in non- 
official health agencies and boards of 
education have not kept pace fully with 
those in official health departments in 
percentage increases. Staff nurses in 
boards of education were at a higher 
level of median salaries, however, in 
1949 and have remained so; those in 
nonofficial agencies were lower than in 
health departments and have remained 
so relatively. 

An analysis of median salary levels by 
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population groups shows that there are 
notable exceptions to the general trend 
for progressively higher salaries as the 
size of population served increases. The 
general trend is true of health officers, 
sanitary engineers, health educators, 
and each grade of public health nurses. 

Professional laboratory workers ap- 
pear to receive the highest pay in units 
of population from 50,000 to 250,000 
and lowest in those serving between 
250,000 and 500,000. Public health 
physicians other than health officers 
have a narrow range of variation among 
the three population groups but appar- 
ently reach their peak in the middle 
group, 250,000-500,000. Dentists have 
the same range in both of the smaller 
population groups but take an 18 per 
cent drop in the units serving half a 
million or more persons. Sanitarians 
receive more than other sanitation per- 
sonnel in the units serving 50,000—250.- 
000, take a considerable jump in the 
next population group while other sani- 
tation personnel remain stationary, then 
in the largest units they drop back while 
other sanitation personnel catch up with 
them. 

The September Journal (p. 1126) re- 
ported new recommended salary mini- 
mums for public health physicians 
approved by the Executive Board of the 
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American Public Health Association on 
recommendation of its Committee on 
Professional Education and Subcom- 
mittee on Salary Study. A comparison 
of these recommendations with the 
median salary intervals reported in the 
latest study indicate that public health 
salaries, at least for physicians, have not 
yet reached a level that can meet compe- 
tition or that has kept pace with the 
rise in the cost of living. The upper 
limit of the median salary interval for 
public health physicians other than 
health officers is the same as the Associa- 
tion’s recommendation for a position at 
the recruitment level. In units of less 
than 250,000, median salary levels for 
health officers were well below the 
recommended minimum for the adminis- 
trator of a small health unit. The median 
levels for units of 500,000 or more were 
one-third below the minimum salary 
recommended for health officers of major 
cities. 

An analysis of the figures by state 
or by Federal Security Agency regions 
throws some light on why some states 
find it harder than others to fill vacan- 
cies in local health officer and other 
public health positions. Of 41 states 
in which salaries for one or more local 
health officers were reported, for ex- 
ample, 16 reported no annual salaries of 
$10,000 or more, 10 reported no salaries 
of less than $8,000. In addition the 
District of Columbia was in the latter 
group. Only four states are in both cate- 
gories. Of 30 states reporting salaries 
for 514 other public health physicians, 
10 reported no salaries as high as $8,000 
and only 11 reported salaries as high as 
$10,000 and to only 25 public health 
physicians. 

The implications of this report should 
be carefully studied by personnel and 
merit system officers, by appropriating 
and tax assessing bodies, as well as by 
the citizen interested in his ‘health de- 
partment. The data presented have 
added significance in relation to the 


material summarized below on “Why 
Public Jobs Are Hard To Fill.” 

The report has been distributed to 
state and local health officers, voluntary 
health agencies, libraries, schools, and 
universities. The Committee on Pro- 
fessional Education of APHA has a 
limited supply for further distribution 
to those with special concern with local 
public health salaries. Public Health 
Service Publication No. 237, Gov. Ptg. 
Office, Washington, D. C. 


Way Pustic Joss Are Harp To 

The U. S. News and World Report 
has recently had a series of articles that 
show how higher wages and salaries 
pursue but do not always catch up with 
higher prices and higher taxes. The 
most recent, of October 10, 1952, is 
titled “Why Public Jobs Are Hard To 
Fill: Nothing in Sight but Lower Living 
Standards.” Compared is the present 
situation with that of 1939 for a long 
list of government personnel from 
President down to school teacher, 
policeman, state or local employee, and 
four classes of privately employed—in- 
dustry executive, farm operator, retail 
clerk, and factory worker. 

Among the 19 categories of public 
workers, including some state governors, 
the only categories in which today’s 
salary is larger in terms of 1939 pur- 
chasing power are vice-president, 
speaker of the house, and school teacher. 
Of the four privately employed, all but 
the industry executive have more pur- 
chasing power after paying today’s 
prices and taxes than in 1939—the retail 
clerk only one per cent, the factory 
worker 28 per cent, the farm operator 
54 per cent. 

A federal bureau chief who got 
$9,000 in 1939 is now on the average 
getting $14,000, but his purchasing 
power has gone down one-third. After 
higher taxes and higher prices, he is 
getting less than $6,000 in 1939 terms. 
The ordinary federal civilian employee 
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who got about $1,800 in 1939 has been 
raised to $3,900, which gives him less 
than $1,800 in 1939 terms. The post- 
office worker has gone down even more 
in purchasing power. 

In studying this material, it must be 
remembered that it deals not with rela- 
tive salaries of various groups but only 
with the relative extent to which salary 
increases of various groups have kept 
up with rising prices and taxes. For 
example, the school teacher who is 10 
per cent and the factory worker who 
is 28 per cent better off than in 1939 
are still below federal civilian employees, 
the post-office worker, and the police- 
man in large cities in current purchasing 
power. The farm operator, in spite of 
more than a 50 per cent increase over 
1939, is still 16 per cent below his 
nearest competitor for last place among 
the examples cited in the article. 

The important thing for public health 
is that the 1939 $10,000 agency head, 
$9,000 bureau chief, the $1,800 federal 


civilian employee, the $1,500 state or 
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local government employee, in spite of 
salary increases ranging from 55 to more 
than 100 per cent, have less purchasing 
power than they did in 1939. 

In two earlier articles, one of Novem- 
ber 9, 1951 (summarized briefly in the 
“Clearing House” of September, 1952, 
p. 1127), and one of August 22, 1952, 
U.S. News and World Report discusses 
post-Korean salaries and wages and 
what they will buy in relative living 
standards. Their thesis is that “You 
may be poorer at higher pay.” The 
articles argue that the $3,500 factory 
worker, the $5,700 salaried employee, 
and the. $10,800 professional man of 
today are each presumably spending 
more than their take home pay, or else 
decreasing their standard of living since 
Korea. These articles, though subject 
to a number of qualifications, can be 
used to good effect in persuading appro- 
priating bodies that yesterday's salaries 
will not buy today’s public health 
workers, particularly those who are well 
trained. 
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STUDY OF THE MEDICAL CARE SERVICES IN 
THE DEPARTMENT OF WELFARE OF 
THE CITY OF NEW YORK 


The following review of medical care 
services of the Department of Welfare 
has been prepared at the request of the 
Managing Editor by Henry B. Mak- 
over, M.D., Medical Director, Central 
Manhattan Medical Group, New York. 
This study was made as a part of the 
study of the health services in the City 
of New York for the Mayor's Committee 
on Management Survey. The public 
health report was reviewed in the 
Journal in August, 1952. The report 
was prepared in 1952 by a team com- 
posed of Ira V. Hiscock, Sc.D., Roscoe 
P. Kandle, M.D., Hugh R. Leavell, 
M.D., and Abel Wolman, Dr. Eng. They 
were assisted by additional consultants. 


S part of the Management Survey 

of the City of New York conducted 
by the Mayor’s Committee, this study of 
the medical care services of the Depart- 
ment of Welfare was made by a staff 
assembled by the APHA. Considering 
the size of the problem, this is a rela- 
tively brief study directed primarily 
toward policy and relationships rather 
than toward an exhaustive analysis of 
administrative and fiscal details, As a 
result the meaning of the survey is 
heightened by the greater emphasis on 
the larger issues. 

Providing modern medical care of 
good quality and in sufficient amount to 
the indigent, to say nothing of the so- 
called medically indigent, is a problem of 
great complexity that, in general, has not 
been adequately solved in the United 
States. That this is true for our largest 
city can be easily deduced from a 
perusal of this study. Though the 
recommendations emerging from this 
study would undoubtedly improve the 
medical care provided to the indigent, 
serious question arises as to whether the 


Department of Welfare should be made 
responsible for the provision of medical 
care. 

The major recommendations therefore 
suggest a policy of experimentation with 
various methods of providing medical 
care to the indigent in the hope that a 
sounder method or methods will be 
evolved. Thus, the Department of Wel- 
fare is asked to support actively the 
home care programs of the city and 
voluntary hospitals and to rely primarily 
on city departments such as the De- 
partment of Health and the Department 
of Hospitals whose major responsibili- 
ties are in the medical and health fields. 
The Mayor is asked to designate as 
promptly as possible a New York City 
Health Conference consisting of commis- 
sioners of such departments as Welfare, 
Health, Hospitals, and Education to 
consider the problem. 

Sound as these recommendations may 
be, it is difficult to find a solution to a 
problem of this magnitude unless the 
active support of practising physicians 
can be enlisted, an objective difficult to 
attain on current municipal salaries or 
on the basis of ap inadequate fee-for- 
service system. 

It is in this regard that two sugges- 
tions made in the survey assume greater 
significance. It is recommended that the 
Department of Welfare and the State 
Department of Social Welfare explore 
the use of a pooled fund whereby a pre- 
viously determined monthly payment 
would be made to a segregated fund in 
behalf of each recipient in a federally 
aided category of assistance. Medical 
bills would then be paid out of this fund 
in behalf of any individual within the 
category involved. This is, in effect, a 
prepayment system that would mate- 
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rially improve the method and the 
amount of payment for services. It is 
also suggested, though not included in 
the major recommendations, that an 
existing plan such as the Health In- 
surance Plan, albeit on a small experi- 
mental scale, be used. Thus, by paying 
a reasonable premium to such a Plan 
for recipients of aid, comprehensive 
services could be provided by existing 
group practice units affiliated with that 
Plan. One of the great advantages of 
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this latter method, not mentioned in the 
study, is that the recipient would be a 
subscriber to the Plan and would lose 
all stigma of indigency with respect to 
medical care. 

There are many other aspects of this 
interesting study meriting careful read- 
ing and discussion which cannot be in- 
cluded in a review of this length. The 
complete study is recommended reading 
to those actively engaged in the health, 
welfare, and governmental fields. 


' The Journal 25 Years Ago 


With the present movement in the 
direction of consolidating local govern- 
mental jurisdictions into sufficiently 
large units for efficient operation of local 
public health services, it is interesting to 
read in the Journal of December, 1927, 
p. 1262, a review by Dr. W. W. Peter, of 
American Agricultural Villages. Says his 
review in part: 


In two years ending in May, 1925, the 
Institute of Social and Religious Research 
surveyed 140 villages, with an average popula- 
tion of 1,340, in 28 states, most of them east 


of the Mississippi River. “There was no well- 
integrated plan for caring for public health in 
the villages studied.” 

The exodus of physicians was continuing. 
In each of 14 villages some physician had just 
left or was about to leave. Twenty-three 
villages had no dentists and 70 lacked nurses. 
The governments of these villages manifested 
complete lack of concern about public 

The most important solution the authors 
propose is the establishment of county health 
units, of which some 300 already exist in the 
United States. . . . Chapter VIII, on “Public 
Health in Villages,” throws valuable light on 
the most neglected half of the health problem 
on this continent. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Principles of Hospital Admin- 
istration—By John McGibony. New 
York: Putnam’s, 1952. 540 pp. Price, 
$6.80. 

Dr. John McGibony has come out 
with a current and highly acceptable 
book entitled, Principles of Hospital 
Administration. This book fills a serious 
gap in hospital literature. Nowhere else 
in book form can be had such an excel- 
lent section on measuring the com- 
munity and planning for its hospitals. 
Trustees, administrators, and commu- 
nity leaders should thoroughly digest 
this section before seriously contemplat- 
ing hospital construction. It will save 
millions of dollars of needless new con- 
struction and equal sums in annual 
operation if the principles laid down are 
carefully observed. 

As an illustration, the author points 
out that too often in planning for a 
hospital, the location is determined in 
relationship to geographical miles to 
other hospitals; whereas, time not miles, 
should be the determining factor. It 
often takes more time to go three miles 
cross-town in a big city than it does to 
drive 30 miles in Texas. 

The book is excellently documented. 
This demonstrates that there is more in 
current literature of importance and 
pertinence than is commonly realized. 
It gives a depth of reference material 
which is badly needed. It aids in the 
scholarly approach to a book written for 
easy reading and digestible factual 
material. 

The students of hospital administra- 
tion, whether in university courses or 
learning on the job, will find this book 
of great value. It is not primarily a 
reference text. Many whole sections are 
to be read for the reorientation of those 
skilled in the field. Yet, the interested 


trustee or head of a medical or health 
agency will find it both lucid and valu- 
able. For those in public health work, 
there is probably no better method of 
grasping the principles and problems of 
hospital administration. 

JouN GorRRELL 


Engineering in Public Health— 
By Harold E. Babbitt. New York: 
McGraw-Hill, 1952. 582 pp. Price, 
$8.00. 

A comprehensive technical discussion 
of engineering in public health—the 
problems and how they can be met—has 
appeared all too infrequently in the 
press. This is due in part to the very 
wide area of interest covered by the 
engineer and his co-worker, the sani- 
tarian. It is also partly caused by the 
fact that only in recent years has the 
scope of interest of engineering volumes 
gone beyond water supply and sewage 
disposal. Professor Babbitt’s volume is 
a welcome addition to those treating the 
subject of environmental sanitation. 

In writing this volume, Professor 
Babbitt has drawn liberally on the notes 
and lectures he has used during the past 
20 years in graduate instruction at the 
University of Illinois. Obviously, in a 
book of less than 600 pages only brief 
consideration can be given to any part 
of the public health program needing 
engineering skills. The usual topics 
forming an environmental sanitation 
program as discussed in most books of 
a similar nature are covered. In addi- 
tion there are chapters on housing; 
plumbing; collection and disposal of 
municipal refuse; industrial hygiene; 
light, sound, and odor; and engineering 
in disaster. There is an excellent index. 

There are many references at the end 
of each chapter, but only a few of them 
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are later than 1949. The details of some 
chapters, i.e., Values and Costs in Public 
Health, Disease and Immunity, Epidem- 
iology of Communicable Diseases, and 
Biostatistics, seem out of balance when 
considering the reader at whom the 
volume is aimed. 

The presentation is straightforward 
and understandable. The book should 
be a valuable reference volume not only 
for specialists in environmental sanita- 
tion, but also for other members of the 
public health team, such as the nurse 
and physician. Francis B. ELDER 


Ground Equipment and Insecti- 
cides for Mosquito Control—(AMCA 
Bulletin No. 2) American Mosquito 
Control Association. Vaphank, N. Y.: 
C. T. Williamson, 1952. 116 pp. Price, 
$2.00. 

Prepared by a group of collaborators 
under the editorship of E. F. Knipling, 
this bulletin is a boon to mosquito con- 
trol workers in this country. It’s main 
concerr is with methods commonly used 
against nuisance mosquitoes. 

The 67 pages of illustrated text are 
divided into 10 chapters dealing with 
the principles and history of mosquito 
control, physical characteristics of dis- 
persed particles, insecticides and formu- 
lations, types, use and care of applica- 
tion equipment, evaluation of results, 
safety precautions, and public relations, 
the latter being limited to one page. 

There is also a bibliography of about 
a hundred items, advertisements, and six 
appendixes listing manufacturers and 
suppliers of equipment, insecticides, sol- 
vents and emulsifiers, together with in- 
secticide specifications. The bulletin is 
by no means an authoritative presenta- 
tion of the subject or any element; it is 
too abridged, and in some respects, ele- 
mentary. Rather it provides ready 
reference material for the practitioner. 

Among it’s shortcomings is the regret- 
table fact that the scanty general in- 
formation furnished on costs of insecti- 


cides “in place,” and on the significant 
elements making up such costs was not 
greatly enlarged. Nowhere are figures 
given in dollars and cents in this “prac- 
tical” bulletin. In discussing selection 
of the proper insecticide, cost is not 
even listed as a factor to be considered. 
Joun M. HENDERSON 


Social Medicine—Vol. VII. Edited 
by E. H. Cluver. South Africa: Central 
News Agency, Ltd., 1951. Distributed 
by Hafner Publishing Co., New York. 
862 pp. Price, $13.50. 

Conceptually, at least, there is today 
increasing agreement that the provision 
of total health care requires knowledge 
and understanding of the social aspects 
of health and disease. Recognizing that 
social changes are transforming the in- 
stitutional structure of modern life and 
therefore of medical practice, leaders in 
medical education have begun to con-' 
sider ways and means of directing the 
attention of the medical student to this 
important area which operates so signifi- 
cantly in determining the pattern of dis- 
ease in the individual. 

The term social medicine is being used 
to embrace the knowledge of the social 
causation of disease as well as the action 
to be taken on the basis of this knowl- 
edge. It is not limited to one country 
or to one part of the world. Indicative 
of this trend is the volume under review, 
which comes to us from South Africa. 
In 1948 the Joint Universities Com- 
mittee on Social Studies went into the 
question of sociological teaching in the 
medical faculties of the South African 
universities. A special subcommittee 
studying the matter concluded that such 
teaching should make provision for 
social medicine not just as another 
special /subject, but equally as “a spirit! 
pervading the whole subject of. medi- 
cine.” For such teaching, a text was 
needed which would set forth how social 
factors influence human health. Pro- 
fessor Cluver of Witwatersrand Uni- 


. 
| 
‘ 


1602 AMERICAN JOURNAL 


versity was invited to prepare such a 
book, and the result (the collaborative 
effort of the editor and 21 colleagues) 
is now before us. 

There is no doubt that any individual 
or group undertaking to prepare a text- 
book of social medicine must become 
pioneers and take upon themselves all 
the risks inherent in such an enterprise. 
This applies directly to Cluver’s Social 
Medicine. The volume is impressively 
full of facts, many of great interest and 
significance; yet, these facts are poorly 
organized, and it is only too obvious that 
there has been little thinking through 
of the logical organization of social 
medicine as a subject for instruction. 
Furthermore, it exhibits almost inevi- 
tably the unevenness of a collaborative 
volume. 

The book is divided into six parts: 
the causes of human disorganization, 
personal disorganization, social diseases, 
social disorganization, statistics, and 
medicosocial legislation. These six sec- 
tions are further subdivided into 34 
chapters, which vary considerably in 
quality. Some chapters, such as that 
on the psychoses, seem to have no rela- 
tion to the rest of the volume and appear 
almost as if they had been lifted bodily 
from a textbook of psychiatry and 
transposed to the present book. On the 
other hand, such chapters as those on 
venereal diseases, tuberculosis, malnu- 
trition, and industrial welfare are defi- 
nite contributions. The volume does put 
on record in a convenient form many 
important sociomedical facts and con- 
ditions pertaining to South Africa, and 
it will be a valuable reference work for 
anyone concerned with the development 
and teaching of social medicine. How- 
ever, 4 good textbook of social medicine 
still remains to be written. 

GrorGcE ROSEN 


Toxoplasmosis—By Jacob K. Fren- 
kel and Saul Friedlander. Public Health 
Service Publication No. 141. Washing- 
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ton, D. C.: Gov. Ptg. Office, 1951. 107 
pp., plus plates 1-xxvi. Price, 50 
cents. 

This interesting protozoan disease has 
received increasing attention during the 
past 15 years since it was discovered in 
man as a cause o: hydrocephaly and 
chorioretinitis acquired in the prenatal 
period. The authors describe five fatal 
and two nonfatal cases in young infants, 
going into great detail with reference to 
gross and microscopic pathology of the 
brain and laboratory examinations. 
They use these cases to develop a 
hypothesis concerning the brain lesions, 
attributing the periventricular pathology 
to initial lesions of the ependyma and 
antigen-antibody reaction leading to 
necrosis of the deeper brain tissue. 

The various clinical types of the in- 
fection are reviewed and the course of 
the infection is divided into three stages, 
each of which may be either asympto- 
matic or symptomatic. Laboratory 
methods of diagnosis are described, with 
emphasis on isolation of the causative 
agent, Toxoplasma gondii, histopathol- 
ogy, demonstration of antigen in ven- 
tricular fluid, skin tests, the dye test of 
Sabin and Feldman, and the complement 
fixation test. There is also a brief dis- 
cussion of differential diagnosis and 
treatment. A valuable concluding sec- 
tion presents problems for further in- 
vestigation to attack the many unsolved 
aspects of this infection. There is an 
excellent bibliography of 184 items. The 
illustrations, mostly photomicrographs, 
are of high quality. This is a valuable 
contribution to the literature of an im- 
portant disease. Henry E. MELENEY 


Think Yourself Thin—By Thyra 
Samter Winslow. New York: Abelard 
Press, 1951. 345 pp. Price, $2.50. 

This book is not a discussion of a new 
diet to be used for a few weeks to 
guarantee a certain weight loss. It is 
written to help the obese person realize 
that he must always watch his diet, and 
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to help him understand and like the new 
regimé. The personal experience of the 
author lends encouragement to the 
reader, and the style of writing holds 
the interest. 

Because the matter of diet is to be of 
long duration—from now on—the author 
stresses the need for learning food values 
and planning a diet that is high in all 
nutrients. The recommendation for 
Vitamin C seems higher than necessary. 
Food composition tables are included. 
More information concerning the use 
and interpretation of these tables would 
be of value. 

Several chapters are devoted to help- 
ing the overweight person understand 
why he is overweight—he overeats. 
This simple fact is amplified by a dis- 
cussion of why he overeats, with sug- 
gestions for developing a new mental 
outlook that will effect a change in eat- 
ing habits. This seemingly simple ap- 
proach to mental health problems is 
safeguarded by the advice to seek 
medical assistance always before begin- 
ning a regime for losing weight. 

The low-calorie recipes in two chap- 
ters seem good, with the exception of 
the questionable use of mineral oil. 

RutH E. BRENNAN 


A Textbook of Clinical Pathology 
—Edited by Seward E. Miller (4th ed.). 
Baltimore, Md.: Williams and Wilkins, 
1952. 1060 pp. Price, $9.00. 

This a new edition of the text 
previously edited by Roy R. Kracke and 
Francis P. Parker who have both un- 
fortunately died since publication of the 
previous edition in 1948. It now appears 
under the able editorial direction of 
Seward E. Miller, assisted by a panel of 
seven distinguished contributors. 

As stated in the foreword, the book is 
designed to give the medical student, 
intern, resident, physician, clinical pa- 
thologist, and teacher of internal medi- 
cine one authentic source of basic scien- 
tific information. It portrays how to 
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use the clinical laboratory most advan- 
tageously, what test to order, when to 
order it, and how to interpret and evalu- 
ate the result. In order to accomplish 
this, emphasis has been placed on selec- 
tion, interpretation, and evaluation of 
laboratory tests, and only those pro- 
cedures which are usually performed by 
persons engaged in the study or practice 
of medicine are described in detail. De- 
tailed descriptions of technical pro- 
cedures usually carried out only by 
highly skilled laboratory personnel have 
been omitted. 

As compared to previous editions, the 
material has been completely reorgan- 
ized, some chapters condensed or com- 
bined, some material omitted, and some 
new chapters added. As now arranged 
there are six chapters on hematology, 
three on blood chemistry and functional 
tests, and one each on immunological 
tests, bacteriology of blood and feces, 
the assay of chemotheraptutic and anti- 
biotic agents, virus diseases, blood para- 
sites, intestinal parasites, vitamin assays, 
hormone assays, transudates and exu- 
dates, venereal lesions, syphilis serology, 
cerebrospinal fluid, urine and seminal 
fluid, sputum, and gastric and duodenal 
contents. 

Each of these chapters gives compre- 
hensive coverage of the laboratory pro- 
cedures available, the scientific back- 
ground of these procedures, their clinical 
applications, the limitations of their use- 
fulness, and in many instances details 
of the technical steps involved. The 
volume is profusely illustrated with 
drawings, diagrams, photographs, and 
color plates. At the end of each chapter 
there is an extensive bibliography of 
reference material. 

The student, intern, or practising 
physician who becomes conversant with 
this text will certainly have an adequate 
and sound scientific basis for under- 
standing and using the clinical labora- 
tory. The laboratory worker will find 
much valuable information to aid in in- 
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telligent coérdination of laboratory and 
clinical services. EpMuUND K. KLINE 


On the Social Frontier of Medi- 
cine. Pioneering in Medical Social 
Work—By Ida M. Cannon. Cam- 
bridge: Harvard University Press, 1952. 
257 pp. Price, $4.75. 

This book is extremely timely as a 
corollary of the recent study made for 
the National Council on Social Work 
Education on “Social Work Education” 
(1951). It is seldom that a movement 
matures rapidly enough to enable one 
of its pioneers, herself, to record the 
establishment today of medical social 
work as an integral part of the practice 
of medicine. The book exemplifies this 
evolution chiefly with the pioneering 
experience of the Massachusetts General 
Hospital. It also takes into account the 
rapid growth of a demand of such serv- 
ices in the nation-wide programs in child 
welfare and other health services which 
have been established during the past 
twenty years. This description of 
growth of the movement is preceded by 
a summary of both the early English 
hospital almoner and the American fore- 
runners prior to the establishment of 
social services in 1905 at the Massachu- 
setts General Hospital by Dr. Richard 
Cabot. The latter, in the early part of 
the century, was nationally known 
chiefly through his writings as an intern- 
ist, but he will take his place in medical 
history because of his pioneer contribu- 
tion to the international development of 
medical social services which he defined 
in 1914 as follows: 


Nine years ago we asserted that the hospital 
patient’s illness was often merely an incident 
in his real trouble—his ignorance, recklessness, 
poverty, discouragement, feeblemindedness, 
loneliness. We organized social service in order 
to serve the patient in his real trouble, what- 
ever that might be. Now, his real trouble is 
understandable and helpable only when you 
know: (1) his bodily state (medical diagnosis 
and especially prognosis) ; (2) his mental state ; 
(3) his bodily environment (work, wages, food, 
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clothing, housing, etc.); (4) his mental en- 
vironment—the influences (good or bad) of 
his family, friends, enemies, neutral compan- 
ions. To get Nos. 2, 3, and 4 and contribute 
them to the doctor's file so that he can use the 
information in his treatment and can ask for 
help when they go beyond his province, is the 
essence of medical social work, a sympathetic 
study of the individual in his home. 


Miss Cannon, herself, worked at the 
Massachusetts General Hospital from 
1906 for 39 years and has long been 
recognized as a national leader in the 
various stages of the movement’s devel- 
opment. She describes the establishment 
at Simmons College of the first graduate 
course in 1912-1913, and the organiza- 
tion in 1918 of the American Association 
ot Hospital Social Workers, which later 
became the American Association of 
Medical Social Workers as the demand 
extended into the community. She also 
describes the international extension of 
social services in Europe and in Asia 
which resulted in the first International 
Conference of Social Workers in Paris in 
1928. The maturity of the movement 
in the United States may be said to have 


been reached in 1948 with the establish- — 


ment of the National Council on Social 
Work Education. The book is one 
which should be of value not only to 
social workers but to all medical person- 
nel who have a community interest. 
Joun B. Grant 


A Proposed Housing Ordinance— 
Regulating Supplied Facilities, 
Maintenance, and Occupancy of 
Dwellings and Dwelling Units— 
Prepared by the Committee on the Hy- 
giene of Housing, APHA. New York: 
American Public Health Association, 
1952. 24 pp. Price, $.50. 

After several years of intensive prepa- 
ration and careful review, the Committee 
on the Hygiene of Housing has released 
its newest publication, A Proposed 
Housing Ordinance. This document 
promises to take its proper place with 
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such standard texts as the Basic Prin- 
ciples of Healthful Housing, the three 
monographs on Standards for Healthful 
Housing, and the Appraisal Method for 
Measuring the Quality of Housing. 

The new publication is basically a 
legal code designed to provide guidance 
to health officers faced with the need for 
a comprehensive local housing ordinance, 
having its basis in sound, practical 
health needs. In these days with the 
growing movement for centralization of 
inspection activities and the streamlin- 
ing of government to prevent duplica- 
tion and overlapping of agency func- 
tions, a code which clearly points out the 
basic responsibilities of the health de- 
partment, and which, at the same time, 
obviates infringement upon the proper 
jurisdiction of building and fire depart- 
ments, will “lead not to rivalry, but to 
more effective codperation among ali 
agencies concerned.” 

Adoption of the proposed code and 
adaptation of its recommendations to 
local housing conditions and needs 
should go a long way toward the even- 
tual abolition of “blight” and the pro- 
motion of the public health and wel- 
fare. Grorce M. UHL 


Educators Guide to Free Films 
(12th ed.), 1952. 508 pp. Price, $6.00. 
Educators Guide to Free Slidefilms 
(4th ed.), 1952. 172 pp. Price, $4.00. 
Compiled and Edited by Mary E. Hork- 
heimer and John W. Diffor. Randolph, 
Wis.: Educators Progress Service. 

This volume and its younger com- 
panion, Educators Guide to Free Slide- 
films, are massive volumes, the contents 
of which are completely described by 
their titles. Since only free visual aids 
are listed, none of the miany categories 
is complete. This is particularly true 
of the section on health education where, 
as a matter of fact, not all the free films 
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known to this reviewer are included. 
Some of the omissions may have been 
deliberate, since unlisted films seem to 
be those designed for professional health 
workers and might therefore not be use- 
ful to the school teacher for whom these 
volumes are primarily compiled. How- 
ever, this point of view is not sustained 
throughout the Guides, as witness the 
inclusion of “Dental Amalgam” and 
“Denture Resin” in the health category. 
It hardly seems likely that these sub- 
jects would have pertinence to health 
teaching in either grade or high schools. 

Despite inconsistencies in omissions 
and inclusions, the Guides are valuable 
reference books for school teachers. To 
the extent that educators consult health 
officials about films for classroom use, 
the Guides should also be useful to pro- 
fessional health workers. It must be 
remembered that health is but one of 
many categories, and therefore gets only 
its proportionate space in each of the 
volumes. 

The volumes are generously indexed 
by title, by subject, and by source. A 
brief descriptive paragraph accompanies 
each listing, giving the theme or plot of 
the picture. Basic information, such as 
running time, sound or silent, colored or 
black and white, is included. A boon 
to the firms and agencies which sponsor 
these free films and slidefilms is in the 
form of a tactful paragraph outlining 
the etiquette of borrowing—give plenty 
of advance notice, return films promptly, 
fill out forms that request information 
regarding size of audience and viewer- 
interest. 

John Guy Fowlkes, Ph.D., Dean of 
the School of Education of the Univer- 
sity of’ Wisconsin, is educational con- 
sultant for the Guide to Free Films. 
Mary Foley Horkheimer and John W. 
Diffor are the compilers of both volumes. 
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BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the 
senders. Space and the interests of readers will permit review of some, but not all, of the 


books listed. 


ARTHRITIS—AND THE Mrracte Drvucs. Alton 
L. Blakeslee. New York: Public Affairs 
Committee, 1953. 32 pp. Price, $:25. 

Cancer Controt. A Manual For Pustic 
Heatta Orricers. National Cancer Insti- 
tute, Public Health Service, FSA, and the 
New York State Department of Health. 
Albany, N. Y.: New York State Department 
of Health, 1952. 90 pp. 

Centra, Counciy For Heattn Epvucation. 
Informal Digest—Second Issue, August, 
1952. London: Central Council for Health 
Education, 1952. 90 pp. 

Cuick Empryo 1 BioLocicaL REeseaRcH. 
Annals, Vol. 55, Article 2. M. E. Rawles 
and David A. Karnofsky (Conference Chair- 
men). New York: New York Academy of 
Sciences, 1952. 307 pp. Price, $4.00. 

Epucation For Att American Youtu: A 
Furtuer Loox. Washington, D. C.: Educa- 
tional Policies Commission of the National 
Education Association of the United States 
and the American Association of School 
Administrators, 1952. 403 pp. Price, $2.00. 

Epucation Camprinc. Helen 
Manley and M. F. Drury. St. Louis, Mo.: 
Mosby, 1952. 340 pp. Price, $4.50. 

Encyciopepia or Nursinc. Lucile Petry. 
Philadelphia, Pa.: Saunders, 1952. 993 pp. 
Price, $4.75. 

Errors or Psycuornmerapy. Sebastian de 
Grazia. New York: Doubleday, 1952. 279 
pp. Price, $3.00. 

A 40 Year Campaicn AGAInst TUBERCULOSIS. 
Louis I. Dublin. New York: Metropolitan 
Life Insurance Company, 1952. 115 pp. 

For Boys Onty. Frank Howard Richardson. 
Atlanta, Ga.: Tupper and Love, 1952. 91 
pp. Price, $2.75. 

FUNDAMENTAL Concepts IN CLINICAL Psy- 
cHoLocy. G. Wilson Shaffer and Richard S. 
Lazarus. New York: McGraw-Hill, 1952. 
540 pp. Price, $6.00. 

Future Crrizens Att. Gordon W. Blackwell 
and Raymond F. Gould. Chicago: Amer- 
ican Public Welfare Association, 1952. 181 
pp. Price, $2.00. 

Gtanps, Sex Personatiry. Herman H. 
Rubin. New York: Wilfred Funk, 1952. 
200 pp. Price, $2.95. 

Hanpsook on V. D. Carroll T. Bowen. Coral 
Gables, Fla.: University of Miami Press, 
1952. 66 pp. Price, $1.25. 


Harwett. Tue British Atomic ENERcY 
Researcn EstaBLisHMENT. 1946-1951. New 
York: Philosophical Library, 1952. 128 pp. 
Price, $3.75. 

Heattu ProcraMs Dicest. AN OUTLINE OF 
Setectep PLans ProcGRAMS AND PROPOSALS 
tn THE U. S. Prepared by Helen Hollings- 
worth, et al. Washington, D. C.: FSA, 
Public Health Service, 1952. 146 pp. Supply 
limited. 

Dr. Howe anp THE INFIRMARY. 
Rollo Walter Brown. Cambridge, Mass.: 
Harvard University Press, 1952. 182 pp. 
Price, $3.50. 

INTERNATIONAL TecHNICcAL Assistance. Walter 
R. Sharp. Chicago: Public Administration 
Service, 1952. 146 pp. Price, $2.50. 

Man, THe Cuemicat Macutine. Ernest Borek. 
New York: Columbia University Press, 1952. 
204 pp. Price, $3.00. 

MepicaL anp Sanitary Data on Greece (2nd 
ed. rev.). Revised by Public Health Division, 
Mutual Security Agency Mission to Greece. 
June, 1952. Athens, Greece: Public Health 
Division, Mutual Security Agency, 1952. 
107 pp. Copies limited. 

Nationat Hearts Service 1x Great Britain. 
James Stirling Ross. New York: Oxford 
University Press, 1952. 393 pp. Price, $7.00. 

NaTIonaL Prumeinc Cope. Vincent T. Manas. 
Washington, D. C.: Manas Publications, 
1952. Price, $3.00. 

Personal Community Heatta (9th ed.). 
‘C. E. Turner. St. Louis, Mo.: Mosby, 1952. 
643 pp. Price, $4.25. ° 

PERSONALITY IN THE Maxkinc. The Fact-Find- 
ing Report of the Midcentury White House 
Conference on Children and Youth. Helen 
L. Witmer and Ruth Kotinsky. New York: 
Harper, 1952. 446 pp. Price, $4.50. 

PuiLosopny oF Psycuiatry. Harold Palmer. 
New York: Philosophical Library, 1952. 63 
pp. Price, $2.75. 

Preparing Tomorrow’s Nurses. Elizabeth 
Ogg. New York: Public Affairs Committee, 
1952. 32 pp. Price, $.25. 

A Psycuoanatytic Lawyer Looxs at Mar- 
RIAGE AND Divorce. John H. Mariano. New 
‘York: Council on Marriage Relations, 1952. 
276 pp. Price, $3.00. 

SocraL AND PsycHoLocicaL Factors OPIATE 
Appiction. A Review of Research Findings 
Together with an Annotated Bibliography. 
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Edited by Alan S. Meyer. New York: Co- Tuerapevtic Meat PLans: 


lumbia University, Bureau of Applied So- 
cial Research, 1952. 170 pp. Price, $1.00. 
SHELTERED WorkKsHOPs AND HomeEsounD Pro- 
crams. A Hanpsoox. New York: National 
Committee on Sheltered Workshops and 
Homebound Programs, 1952. 71 pp. Price, 


$1.00. 
Annals, Vol. 55. Art. 3. 


SHock SynpRoME. 
John Scudder. New York: New York 
375 pp. Price, 


Academy of Sciences, 1952. 
$3.75. 

Suock anp CrecuLatory Homeostasis. Trans- 
actions of the First Conference October 22- 
23, 1953. Edited by Harold D. Green. New 
York: Josiah Macy, Jr. Foundation, 1952. 
232 pp. Price, $3.50. 

Soctat Wetrart Forum, 1952. National Con- 
ference of Social Work. New York: Co- 


lumbia University Press, 1952. 305 pp. 
Price, $3.75. 
Survey or Brorocicat Procress. Vol. II. 


Edited by George S. Avery, Jr. New York: 
Academic Press, 1953. 300 pp. Price, $7.00. 


The Lay Mind—Chiefly because it 
is anonymously presented, and so may 
stand at the head of this listing—the 
more pointedly to call to your attention 
my favorite scientific periodical, the 
(British) Health Educational Journal— 
this interesting commentary on eating is 
brought to your notice. Here is one 
pithy aphorism culled from it: “The 
layman of today is always hanging on 
the margins of science.” 

Anon, Nutrition Commentary. Health Ed. 
J. 10, 4:191 (Oct.), 1952. 


Employment Essential — Furnish- 
ing coffee by the hundred gallons for 
the midmorning “coffee break” for large 
groups of office or industrial employees 
has become a very busy business and so 
adds to the headaches of the community 
sanitarians. Automatic hot coffee ven- 
dors constitute another of their new 
problems. 
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A New Drr 
Manvat. Edited by Ruth Gordon and 
others. Lawrence, Kans.: University of 
Kansas Press, 1952. 105 pp. Price, $3.00. 

Tuts Hosprtat Bustvess or Ours. Raymond 


P. Sloan. New York: Putnam's 1952, 319 
pp. Price, $4.50. 

Tms Is Your Wortp. Harry A. Wilmer. 
Springfield, Ill.: Thomas, 1952. 160 pp. 
Price, $5.50. 


TRAINING FoR SPECIALIZED Mission PERsonNec. 
Wallace S. Sayre and Clarence E. Thurber. 
Chicago: Public Administration Service, 
1952. 85 pp. Price, $1.00. 

Trovstep Peorpre. A Practricat Guipe. Lee 
R. Steiner. New York: Greenberg, 1952. 
299 pp. Price, $3.50. 

Wett-Apyustep Personatity. Phillip Polatin 
and Ellen C. Philtine. Philadelphia, Pa.: 
Lippincott, 1952. 262 pp. Price, $3.95. 

Waat We Can Do Asout tHe Drevuc Menace. 
Albert Deutsch. New York: Public Affairs 

Committee, 1952. 32 pp. Price, $.25. 


Mod- 


Anon. The Coffee Break Is No Fad. 
ern San. 4, 9:17 (Sept.), 1952. 


Charitable Impulse Incorporated 
—A descriptive listing of the nonofficial 
societies that assist the (British) public 
health services furnishes a choice oppor- 
tunity to compare the status of the 
voluntary health movement on both 
sides of the Atlantic. Ours seem to be 
more and meatier! 


Anon. Voluntary Bodies Which Assist the 
M. O. H. M. Officer. 88, 12:138 (Sept. 20), 
1952. 


Cancer Prospects——There is now 
some evidence that this attempt to re- 
duce the element of delay over which 
the patient has so large a measure of 
control is no wild gleam in a health edu- 
cator’s eye but is a reasonable and 
achievable objective.” Don’t miss the 
pictograph of present cures and possible 
cures by six case finding methods. 
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Cameron, C.S. Recent Trends in the Early 
Diagnosis of Cancer. New York State J. Med. 
$2, 17:2099 (Sept. 1), 1952. 


Trial By Fire—This is an amazingly 
—and amusingly—frank statement of 
what went on in one health officer’s mind 
when he toyed with the idea of taking 
on a young, dynamic and uninhibited 
health educator, chosen on a personal 
estimate of his qualities rather than on 
experience and academic qualifications. 
It turns out to be a glowing testimonial 
for the said health educator in particular, 
and by inference health educators in 
general. 


Gayton, J. L. A Health Educator in a City 
Health Department. . Canad. J. Pub. Health. 
43, 8:330 (Aug.), 1952. 


For Only a Few Cents More— 
Reduced to a cold dollar-and-cents basis, 
a pretty godd mass screening survey can 
be bought for less than two dollars a 
head whereas the routine chest x-ray 
alone would cost 75 cents and the mass 
syphilis blood test alone would cost over 
a dollar. 


Gerttinc, V. A., and Lomparp, H. L. The 
Evaluation of Pilot Clinics. New England J. 
Med. 247, 13:460 (Sept. 25), 1952. 


But Where’s the Globulin To 
Come From?—in a beautifully con- 
trolled and convincing field study it was 
shown that gamma globulin confers 
significant protection—from the second 
through the fifth weeks after injection 
—against poliomyelitis. 

Hamaon, W. McD., et al. Evaluation of 
Red Cross Gamma Globulin as a Prophylactic 


Agent for Poliomyelitis. J.A.M.A. 150, 8:739 
(Oct. 25), 1952. 


Testimonial—A public health rurse 
obtained leave and went to work in the 
Yale Rooming-in Project at the Grace- 
New Haven Community Hospital. She 
liked the experience and thinks the plan 
is fine. 


Harris, A. A Public Health Nurse in 
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Rooming-In. Pub. Health Nursing 44, 10/580 
(Oct.), 1952. 


Cure for Complacency—Just to re- 
veal to you hew variously the human 
mind may cerebrate, here is one British 
health officer’s opinion: “the sooner the 
idea of combining whooping-cough and 
diphtheria immunization is abandoned 
the better; the two infections present 
entirely different epidemiologic problems 
and should be dealt with on separate 
lines.” 

Hott, H. M. 
Whooping-Cough Prophylaxis. 
88, 14:161 (Oct. 4), 1952. 

Light from a Hot Subject—-The 
chairman of the Commission on the 
Health Needs of the Nation tells a med- 
ical society what the Commission was 
set to doing and what it is trying to do. 
The result is a revealing and reassuring 
promise of worth-while results to come. 


Macnvuson, P. B. Too Big a Job fer One 
Year. Pediatrics 10, 3:348 (Sept.), 1952. 


Coke Machines, ef a/. Presented for 
informed criticism is a suggested ordi- 
nance regulating carbonated drink 
vending machines, an ordinance which 
later may be extended to cover perish- 
able products including milk and fruit 
juice vendors. 

Martimann, W.L. A Proposed Coin Vend- 


ing Machine Ordinance. Modern San. 4, 10:18 
(Oct.), 1952. 


A Field Experiment in 
M. Officer 


Against Tonsil Snatching—The 
general purport of three papers seems 
to be that tonsillectomies do not neces- 
sarily increase the chance of developing 
poliomyelitis, but if the disease does 
occur then there is a much greater 
chance that the bulbar form will ma- 
terialize—a relationship that may hold 
true in part whether or not the tonsil- 
lectomy was recent. 


Mutter, A. H., et al. Relationship of Sur- 
gery of the Nose and Throat to Poliomyelitis 
(and two related papers). JA.M.A. 150, 
6:532 (Oct. 11), 1952. 


‘ 

| 
5 
4 

a | 

“a 
j 
| 


Vol. 42 


In Memoriam—In recounting the 
late Joseph W. Mountin’s many and 
brilliant contributions to the public’s 
health, Dr. Parran quotes Emerson who 
said: “The measure of a master is his 
success in bringing all men round to 
his opinion 20 years later.” Following 
Dr. Parran’s tribute are Dr. Mountin’s 
last two papers: one on financing local 
health services, the other on services for 
an aging population. 

Parran, T. A Career in Public Health 
Pub. Health Rep. 67, 10:930 (Oct.), 1952. 


Key to Mental Development—li 
you do not already know all about 
binocular foveal fixation and the learn- 
ing difficulties faulty coédrdination may 
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cause, then this paper will give you a 
lot to think about. 
Rvuepemann, A. D., and Prrerson, A. K. 


Eye Health and Maintenance. Arch. Ind. Hyg 
& Occup. Med. 6, 3:243 (Sept.), 1952. 


Candor Compounded—It is not, 
writes this (British) teacher, by stress- 
ing the paramount value to society of 
preventive medicine that the young 
doctor will be influenced to choose it as 
a career, but in a radical change in the 
status of preventive vs. curative medi- 
cine—a change which the disillusioned 
writer doesn’t expect to see occur. 


Torrinc, A. The Public Health Service as 


a Career. 
1982. 


M. Officer 88, 12:125 (Sept. 20), 


Ij additional information is desired regarding the articles listed in this Bibli- 


ography, please communicate directly with the publications in which they appeared ; 
the addresses are furnished for your convenience. 
Arch. Ind. Hyg. & Occup. Med. (Archives of Industrial Hygiene and Occupational Medicine) 


American Medical Association, 535 N. Dearborn St., Chicago, Ill. 
Canad. J. Pub. Health (Canadian Journal of Public Health) 150 College St., Toronto 5, 


Ont., Canada. 


Health Ed. J. (Health Educational Journal) Central Council for Health Education, 


Tavistock Sq., London, W. C. 1. 


J.A.M.A. (Journal of the American Medical Association) 535 N. Dearborn St., Chicago 10, 


M. Officer (The Medical Officer) Whitefriars House, 72/78, Fleet St., London, E. C. 4. 
Modern San. (Modern Sanitation) Editorial Office, 855 Avenue of the Americas, New 


York 1, N. Y. 


New England J. Med. (New England Journal of Medicine) Massachusetts Medical Society, 


8 The Fenway, Boston 15, Mass. 


New York State J. Med. (New York State Journal of Medicine) 292 Madison Ave., New 


York 17, N. Y. 


Pediatrics (Journal of the American Academy of Pediatrics) 636 Church St., Evanston, Il. 

Pub. Health Nursing (Public Health Nursing) National Organization for Public Health 
Nursing, 2 Park Ave., New York 16, N. Y. 

Pub. Health Rep. (Public Health Reports), Superintendent of Documents, Gov. Ptg. Office, 


Washington, D. C. 
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Public Health in Foreign Periodicals 


GEORGE ROSEN, M.D., Px.D., F.A.P.H.A. 


Note: This is the first of several 
columns on recent articles of public 
health interest in Asian journals. 


ECENTLY the Journal called atten- 
tion to the appearance of the 
Pakistan Journal of Health and pointed 
out its significance in the field of public 
health and as a symbol of changes oc- 
curring in Asia today. It is appropriate, 
therefore, to begin our review of recent 
periodical literature from Asiatic coun- 
tries by looking at some of the first 
issues of this journal. 
The Pakistan Journal of Health is the 


organ of the Institute of Hygiene and - 


Preventive Medicine at Lahore. The 
Institute was started in October, 1949, 
shortly after the amalgamation of the 
Health and Medical Departments into a 
unified Department of Health Services. 
This institution is the only one of its 
kind in Pakistan, and is intended to be- 
come a center for research and teaching 
in hygiene and preventive medicine. As 
part of this program, it was felt that 
there was a need for a journal which 
would provide current information for 
physicians working in rural areas and 
also promote research in various fields of 
medicine and public health. The result 
is the Pakistan Journal of Health, a 
quarterly publication. 


MALARIA IN PAKISTAN 

Malaria is an important problem in 
Pakistan, and Hussain discusses the 
vectors and transmission of the disease." 
Conditions for the transmission of 
malaria differ greatly in East and West 
Pakistan, particularly in regard to rain- 
fall, floods, and subsoil levels. Generally 


speaking, in West Pakistan, rainfall, 
flooding, and subsoil water levels are 
positively related to malaria transmis- 
sion, that is, the greater the rainfall and 
the flooding, and the higher the subscil 
water, the greater the incidence of 
malaria. 

The chief vector is Anopheles culi- 
cifacies. Other possible vectors are A. 
Superpictus, and A. stephensi. These 
mosquitoes are more or less indifferent 
in their feeding and shelter habits, with 
no special preference for human blood 
or human dwellings. In East Pakistan, 
three known vectors are present: A. 
philippinensis, A. minimus, and A. sun- 
daicus. All prefer human blood and 
human dwellings, in greater or lesser 
degree, and are to be found near the 
floor or under beds where they have easy 
access to human beings. As the popu- 
lation sleeps indoors for the most part, 
there is more opportunity for contact 
with human beings, thus giving rise to 
a high incidence of malaria. 

Another aspect of the problems is 
presented by Nasir-ud-din in his account 
of malaria control in East Pakistan in 
1950.2. The National Malaria Control 
Teams developed as offshoots of the 
WHO Malaria Control Demonstration 
Team which operated in East Bengal in 
1949 and 1950. As the local authorities 
were expected to carry on the work of 
the demonstration team, and to extend 
it to other areas, two control teams were 
organized in 1950. The control program 
was based on the spraying of DDT on 
the inner surfaces of human dwellings, 
latrines, undersurfaces of beds, tables 
and other household furniture, places for 
grain storage, and shelters for livestock. 
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The effectiveness of DDT indoor spray- 
ing in controlling malaria in rural areas 
was confirmed. The per capita cost of 
indoor DDT spraying with 100 mgm. 
per square foot was 11 cents. With 200 
mgm. DDT per square foot the cost was 
16 cents. A. philippinensis was found 
to be the only mosquito responsible for 
the transmission of malaria in the 
northern part of East Bengal. 


GOITER AND IODIZED SALT IN 
THE PUNJAB 

Musa Khan reports a five-year experi- 
ment on goiter in the Punjab.2 Kangra 
Valley is a mountainous region in 
the northeastern Punjab. In 1946, 
the estimated midyear population of the 
valley was 959,461. Goiter has been 
known to be endemic in this valley for 
hundreds of years. Although the goiter 
problem in this area had attracted the 
attention of the authorities since 1926, 

_no real attempt was made to solve it 
until 1938 when food deficiency diseases 
in the Kangra Valley, among them 
rickets, osteomalacia, and goiter, at- 
tracted attention following a nutrition 
survey carried out by the Public Health 
Department of Punjab. This study 
showed that about 35 per cent of the 
population of the valley was suffering 
from goiter. As goiter of the type found 
in Kangra Valley has been successfully 
treated by the addition of iodine to the 
diet, it was decided to select some area 
and to use iodized salt experimentally 
for five years. 

In an area where the incidence was 
considered to be relatively high a vil- 
lage with a population of about 2,000 
was selected. Four shopkeepers in the 
area were entrusted with the sale of 
iodized salt. After a medical examina- 
tion of the population, the use of the 
salt was started in July, 1941. At the 
end of the first year the population was 
again given a medical examination. On 

both occasions goiters were measured. 

An appreciable decrease was observed, 
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and in some cases the decrease was so 
spectacular that it was appreciated by 
the villagers themselves. At this time, 
there were 1,191 goitrous persons in a 
total population of 2,016. In the 1,191 
goitrous villagers, 119 small and in- 
cipient goiters disappeared altogether, 
and 770 of longer duration showed de- 
crease in size. This improvement was 
steadily maintained in the succeeding 
years. Finally, in November, 1946, after 
completion of the five-year experimental 
period, the villagers were examined once 
more. It was found that in the course 
of the five years of iodization the per- 
centage of goitrous persons at the ex- 
perimental center fell from 67.3 to 
40.8, whereas in a control area it rose 
from 57.7 to 73.8. No case of fresh 
goiter developed at the experimental 
center in the five years. The author 
points out how easily this disease can be 
prevented, and proposes that this be 
done not only in the Kangra Valley, but 
also in other areas in the hills and 
regions along the Himalayas where 
goiter is endemic. 


MEDICAL EDUCATION IN PAKISTAN 

To deal with problems of health, such 
as those described above, medical per- 
sonnel, especially physicians, are needed. 
This problem was highlighted by the 
conference organized by the Pakistan 
Medical Association at Karachi, March 
20-25, 1951.4 One session was devoted 
to medical education and its problems. 
Basically, the problem is this—doctors 
are needed. it is necessary to train 
them quickly, and at the same time it is 
felt that the students should have the 
best kind of education. Furthermore, 
Pakistan has neither enough teachers 
nor medical schools for the purpose. 
East Pakistan has a medical school at 
Dacca.; In West Pakistan there is a 


school at Lahore, which has been in 
existence for more than a century. At 
Karachi a medical school is now being 
created. In addition, the problem would 
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not be solved simply by an increase in 
the number of medical schools. As in 
so many other countries, there is also the 
question of how to get physicians to 
practise in rural areas rather than in 
cities. 

It will be interesting to see how 
these problems are solved. ' 


HEALTH SERVICES AND SOCIAL WELFARE 
IN INDIA 

The main health problem confronting 
the Indian people today is the eradica- 
tion of major communicable diseases 
such as tuberculosis, leprosy, malaria, 
and enteric fevers.. It is recognized, 
however, that the problem is extremely 
complex. The broad ramifications of this 
major question are clearly presented in 
the discussions at the session on health 
services and social welfare of the Indian 
Conference of Social Work in Decem- 
ber, 1950.5 The speakers pointed to 
the need for governmental action in this 
field particularly in supplying proper 
water supplies, a sanitary environment, 
and adequate numbers of medical per- 
sonnel. Nevertheless, government pro- 
grams alone will not suffice. It is equally 
necessary to educate the public and to 
secure popular understanding and co- 
operation. For this'a broad program of 
health education is required. This must 
go hand in hand with a program of 
social security. 

In India, a start toward a national 
health insurance program was made by 
the enactment of the Employees’ State 
Insurance Act of 1948. This Act is 
intended to provide the industrial worker 
with some measure of social security by 
providing cash and medical benefits for 
sickness, injury, and disability, and in 
the case of women workers for maternity 
as well. The Act will operate through 
a quasi-governmental organization, the 
Employees’ State Insurance Corpora- 
tion, which will consist of the central 
minister for labor as chairman, the cen- 
tral minister for health as vice-chairman, 
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and of representatives of the central and 
state governments, employers, em- 
ployees, the medical profession, and the 
central legislature as members. 

Provision has been made for the 
eventual extension of this Act to cover 
all workers whether industrial, commer- 
cial, agricultural, or otherwise. In ad- 
dition, there is provision for the exten- 
sion of medical benefits to the family 
of an insured person. Medical treat- 
ment is to be previded by state govern- 
ments, the nature and scale of the treat- 
ment and the division of the cost being 
arranged by agreement between the In- 
surance Corporation and the state 
government. 


HEALTH OF THE INDUSTRIAL WORKER 
IN INDIA 

The growth of Indian industry has 
brought the health problems of the in- 
dustrial worker increasingly into the 
foreground. Discussing absenteeism in 
industry, Rao® calls attention to the 
following important causes. Sickness 
heads the list. The general health of 
the industrial worker is low due to mal- 
nutrition, low wages,. long working 
hours, and inadequate housing. Ac- 
cidents are a second important cause of 
absenteeism. Lack of proper knowledge 
as to the handling of machines and 
inadequate or absent protective meas- 
ures are responsible for the high inci- 
dence of accidents. Lack of proper first 
aid and medical care is also responsible 
for absenteeism. 

According to Das,’ more than 80 per 
cent of absenteeism is due to ill-health 
resulting from bad housing and under- 
nourishment. In many instances the 
worker cannot keep his family with him 
because of inadequate housing. This re- 
sults in emotional disturbances and low- 
ers working efficiency. Moreover, such 
workers tend to visit prostitutes and 
acquire venereal diseases. In addition, 
the great congestion in working class 
areas also results in high infant mor- 
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tality. Das points out certain measures 
that have been taken to deal with the 
problem, but it is clear that the health 
problems of the mass of the Indian peo- 
ple will be solved to the extent that it 
is possible to improve ‘and to raise their 
standard of living. 

Despite the fact that these problems 
have been recognized and discussed at 
length, it is quite clear that progress 
toward their solution is exceedingly 
slow. This is abundantly evident from 
a symposium on “Planning Welfare in 
Industry” which appeared in the /ndian 
Journal of Social Work in 1952.8 
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The Journal 25 Years Ago 


Now that the noise and fury about 
oleomargarine have died down in the 
lifting of the federal tax and the lifting 
of the ban on colored margarine by New 
York, one of the last remaining hold out 
states in this matter, it is interesting to 
see the heat generated by this subject a 
quarter of a century ago (AJ.P.H., 17 
12:1256 (Dec.)). In a letter to the edi- 
tor one correspondent said: “Oleomar- 
garine may be as pure as polished rice 
and fully as beneficial, but in spite of the 
ravings of all its ardent protagonists the 


world over, it never was, is not now, and, 
no matter how many calories can be 
squeezed out of it, probably never will 
be a substitute for butter.” 

The whole correspondence on this 
subject is interesting not only as a relic 
of the past but to indicate how strongly 
feelings were felt and expressed. As Dr. 
Raymond Patterson said apropros of 
Letters to the Editor of that day, “In 
those days we used to get mad at things 
and each other. Today we seem to be 
too polite for our own good.” 
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Dec., 1952 


Left to Right—G. Brock Chisholm, M.D., Director-General, World Health Organization, Geneva, 
Switzerland; F. Macfarlane Burnet, M.D., Director, Walter and Eliza Hall Institute of Research, 
The Royal Melbourne Hospital, Victoria, Australia; H. Trendley Dean, D.DS., Director, 
National Institute of Dental Research, Public Health Service, Bethesda, Md.; Charles-Edward 
Amory Winslow, Dr.P.H., Professor Emeritus of Public Health, Yale University, New Haven, 


Conn., and Editor, American Journal of Public Health (Special Award) ; Howard A. Rusk, M.D., 
Professor and Chairman, Department of Physical Medicine and Rehabilitation, New York 
University-Bellevue Medical Center, New York, N. Y., and Assoc'ate Editor of the New York 
Times; Frederick S. McKay, D.DS., Practising Dentist, Colorado Springs, Colo.; and Conrad 
A. Elvehjem, Ph.B., Chairman, of the Biochemistry Department and Dean of the Graduate 
School, University of Wisconsin, Madison, Wis. 


THE LASKER AWARDS FOR 1952 


their accomplishments, but also to 
arouse increased professional and public 
interest in medical research and public 


1952 marks the seventh annual pres- 
entation of Lasker Awards by the 
American Public Health Association. 


The Lasker Awards are provided by the 
Albert and Mary Lasker Foundation 
and are given by the Association to 
individuals and groups for outstanding 
contributions in research related to 
diseases which are the main causes of 
death and disability, and for distin- 
guished service in the field of public 
health administration. 

The Awards were conceived not only 
to honor the recipients and dramatize 


health administration and to aid in the 
rapid dissemination of vital new health 
information to the peoples of the earth. 

The following citations were presented 
to the recipients at the First General 
Session of ‘he Association’s Annual 
Meeting at Cleveland, Ohio, on October 
21, 1952. Each recipient received a 
statuette of the Winged Victory, to- 
gether with a beautiful leather-bound 
and illuminated citation. Individual 
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winners received checks for $1,000, 
which were equally divided between 
joint recipients. C.-E. A. Winslow, 
Dr.P.H., received the special award of 
$2,500. 

Frank G. Boudreau, M.D., was chair- 
man of the Awards Committee. The 
citations were presented by Hugh R. 
Leavell, M.D., chairman, Executive 
Board, American Public Health Associa- 
tion, as follows: 


Brock M_D., director-general of 
the World Health Organization, has inspired 
and orgamized the vast postwar international 
public health campaign which has brought 
about a remarkable reduction in sickness and 
mortality throughout the world, uniting free 
nations in constructive collaboration for social 
and economic progress. 

In all the history of public health, nothing 
has been more fertile than the postwar recog- 
nition that the major concern of every country 
is attainment of the highest possible standard 
of health, fundamental to the peace and se- 
curity of the world. 

The amazing betterment of world health in 
the brief span of six years is the result of 
teamwork among the peoples of all countries, 
but the unity of effort has been made possible 
only through farsighted leadership. The credit 
belongs in the first instance to Dr. Chisholm. 
Uncompromising on the lofty ideals expressed 
in the constitution of the World Health Organ- 
ization, full of compassion for the suffering 
millions, a born organizer, an accomplished 
physician of mind and body alike he has 
proved the perfect choice for this exacting 
post. 

The American Public Health Association is 
honored to present to Dr. Chisholm a Lasker 
Award for 1952 in recognition of his outstand- 
ing contributions to world health. 


Howarp A. Rusx, M.D. For distinguished 
service to humanity through rehabilitation of 
disabled men and women; for marked achieve- 
ment in the development of professional train- 
ing for rehabilitation; and for education of the 
public in the problems of .administration of 
health and medical services, the American 
Public Health Association presents a Lasker 
Award to Dr. Rusk. 

The restoration of individuals disabled by 
disease or injury to their maximum functioning 
has been Dr. Rusk’s dedicated purpose. His 
work has been based on principles of treating 
the whole man, considering the patient as an 
individual, and providing continuous treatment 
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from the earliest moment following illness or 


surgery until the attainment of maximum 
benefit. His successes in the convalescent and 
rehabilitation program of the Army Air Force 
hospitals and in a leading civilian rehabilitation 
center are deservedly acclaimed. 

As associate editor of the New York Times, 
Dr. Rusk has contributed materially to the 
public’s knowledge of progress in the medical 
sciences and in the administration of health 
and medical services. As chairman of the 
Health Resources Advisory Committee of the 
Office of Defense Mobilization, Dr. Rusk” has 
led in formulating policies for maintaining and 
strengthening manpower in the health field and 
in marshalling the medical manpower resources 
of the nation for the protection and promotion 
of both military and civilian health. 


F. M. Burnet, M.D. It is given to few to 
advance fundamentally a field of major scien- 
tific and social importance. Dr. Burnet, work- 
ing in the field of virus infection, has done so 
on two separate occasions. Many years ago 
he recognized the importance of the ability of 
bacterial cells to yield, from their constituents, 
viruses: living units capable of independent 
activity and of infecting and destroying other 
cells. Dr. Burnet recognized that the living 
units were not present as such in the bac- 
terial cells from which they arose. This, at the 
time, was a revolutionary concept, the full 
significance of which is only now being eluci- 
dated. The observation now stands as a land- 
mark in biology as a whole, the initiation of a 
new concept of the phenomenon of life. 

More recently Dr. Burnet, working with the 
disease-producing virus of influenza, discovered 
that its living units are able to merge with 
virus particles of other types and give rise to 
new offspring which combine the character- 
istics of both parents but differ from each. 
These in turn can convey the new characteris- 
tics to their progeny. In this observation may 
lie the explanation of the now mysterious and 
uncontrollable attacks of virus infection. Car- 
ried to its conclusion, it may clarify basically 
the entire matter of virus behavior and place 
on an orderly basis the presently confusing 
aspects of the study of the spread of disease 
in man. 

Great honor is due this scientist who has 
done so much for all. 


Etvenyem, Ph.D., the son 
of Norwegian emigrants to Wisconsin, has con- 
tinued his residence and education in that state 
as he progressed through the secondary schools 
and the University of Wisconsin, where he 
received his Doctorate in Philosophy in 1927. 
As a member of the University faculty since 
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1925, he became a full professor in 1936, chair- 
man of the Biochemistry Department in 1944 
and dean of the Graduate School in 1946, 
when 45 years of age. A National Research 
Council fellowship permitted a year at Cam- 
bridge University in England. 

Measures of the esteem in which he is held 
include election to the National Academy of 
Sciences, the American Philosophical Society, 
the Willard Gibbs Medal, the Osborne-Mendel 
Award, the Nicholas Appert Medal, the Meade 
Johnson Award, an Honorary Doctor of Sci- 
ence degree from Ripon College, and in 1952, 
he is vice-president of the American Institute 
of Nutrition. 

Dr. Elvehjem is honored by a Lasker Award 
for his basic research in demonstrating the 
requirement for copper, zinc and manganese 
as animal nutrients; for isolation of the anti- 
pellagra vitamin; for proof that the amino 
acid tryptophan is partly interchangeable with 
niacin as an essential nutrient; and for proof 
that several amino acids and vitamins in the 
B-complex are interdependent. He is a critical, 
inspiring teacher, a loyal friend and a con- 
tributor to the common good to whom the 


* whole world is indebted. 


Freperick S. McKay, D.DS., and H. 
Trenvtey Dean, D.DS. Epidemiologic ob- 
servations of a dental condition common in 
certain areas and unknown in others led Dr. 
McKay to the recognition of an important 
factor in the development of the most ubiq- 
uitous of human ailments, dental caries. Over 
a period of 20 years he studied the occurrence 
of mottled enamel, showed its relationship to 
some undetermined factor in the drinking 
water consumed during early childhood, and 
noted the frequent resistance of mottled teeth 
to decay. Following recognition of the role of 
fluorides in the development of this condition, 
Dr. Dean showed the relationship between the 
concentration of fluorides in water supplies 
and the development of mottled enamel and 
the prevalence of caries within a community. 

These fundamental observations of Dr. 
McKay and Dr. Dean have opened a field of 
research to which many have subsequently 
contributed. Their studies have paved the 
way to the development of effective com- 
munity-wide programs for the reduction of 
dental caries through the regulation of the flu- 
oride content of public water supplies, a pro- 
gram of vital concern and great potential 


* benefit to the health of mankind. 


For their pioneering studies which have 
opened a~-new vista in disease control, the 
American Public Health Association presents a 
Lasker Award jointly to Dr. McKay and 
Dr. Dean. 


or Pusiic HEALTH Dec., 1952 


C.-E. A. Wixstow, Dr.P.H. The American 
Public Health Association honors itself in 
selecting Charles-Edward Amory Winslow to 
receive a special Lasker Award for outstanding 
achievement in public heaith. For more than 
half a century Professor Winslow has been an 
inspiring leader, teacher, and ambassador ex- 
traordinary of public health for the nation and 
the world. Trained at Massachusetts Institute 
of Technology, a brilliant student of Sedgwick, 
he has been identified for 30 years with Yale 
University. 

Professor Winslow gained national promi- 
nence before 1915 when, as friend and coun- 
selor of Hermann Biggs, he assisted the State 
of New York in the development of what has 
become an outstanding example of public 
health administration. During these years, Pro- 
fessor Winslow also helped lay the foundations 
for our modern programs of health education 
and developed lasting interest in industrial hy- 
giene. During this period he participated in 
international affairs as a leading member of 
Red Cross, missions to Europe. 

During the 1920’s Professor Winslow became 
first chairman of this Association’s Committee 
on Administrative Practice and was president 
of the Association in 1926. He also served as 
a health expert with the League of Nations. 
During subsequent years he carried forward 
important basic studies in physiological re- 
sponses of the human body to its thermal en- 
vironment. His notable contributions to our- 
understanding of the hygiene of housing began 
about 1935. 

Professor Winslow has kept alive his inter- 


ests in most of the fields that attracted him as. 


a younger man. His recent outstanding mono- 


graph published by the World Health Organiza-. 


tion on The Cost of Sickness and the Price of 


Health recognizes the widest concept of pub-. 


lic health, involving medical, social and eco- 
nomic problems affecting all the nations of the. 
world. 

This recital of a few of his fields of interest 
and activity must carry with it appreciation. 
also of Winslow the man, of the concepts he 
has introduced into the public health move- 
ment, of his deep, intelligent devotion to the 
common good of all mankind. Profound, 
thoughtful, imaginative, and energetic, he 
has been a source of continuing inspiration to 
health workers in this country and abroad. His 
writings (numbering more than 600 titles) ; his 
provocative editorials; his lucid lectures to 
thousands of students; his penetrating and de- 
cisive participation in councils throughout the 
world—all these have been reflected in great 
achievements in public health through the 
light and understanding and feeling which he 
has brought to his professional colleagues. 
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OFFICERS, 1952-1953 


President—Wilton L. Halverson, M.D., San Francisco, Calif. 
President-Elect—Hugh R. Leavell, M.D., Boston, Mass. 
Vice-President—George Baehr, M.D., New York, N. Y. 
Vice-President—Alberto P. Leon, M.D., Mexico City, Mexico 
Vice-President—George J. Wherrett, M.D., Ottawa, Ontario 
Treasurer—Charles Glen King, Ph.D., New York, N. Y. 

Chairman of Executive Board—Roy J. Morton, MS., Oak Ridge, Tenn. 
Executive Secretary-—Reginald M. Atwater, M.D., New York, N. Y. 


Wilton L. Halverson, M.D., Dr.P.H., 
of San Francisco, Calif., was elected 
President of the Association at the SOth 
Annual Meeting held in Cleveland, Ohio, 
on October 23, after having served as 
President-elect since 1951. 

Dr. Halverson was born in Litchfield, 


Wilton L. Halverson, M.D. 


Witton L. Hatverson, M.D., PRESIDENT OF THE 
AMERICAN PuBLic HEALTH ASSOCIATION 
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Minn., and received his college education 
at Union College, Nebraska, graduating 
with the degree of B.A. in 1919. After 
several years of teaching, he entered the 
College of Medical Evangelists in Cali- 
fornia, where he received his M.D. de- 
gree in 1929. After spending some time 
with the Los Angeles County Health 
Department, he entered Yale University 
and received the Doctor of Public 
Health degree in 1932. 

Since that time Dr. Halverson has had 
a distinguished career in the field of 
public health administration, serving as 
district health officer in Los Angeles 
County from 1932 to 1934; as health 
officer in Pasadena from 1934 to 1941; 
health officer of Los Angeles County 
from 1941 to 1943; and state director 
of public health of California from 1943 
to the present. He has served as profes- 
sor of public health and head of the 
section at the College of Medical Evan- 
gelists since 1934, and as lecturer in 
public health at the University of Cali- 
fornia at Los Angeles from 1934 to 1938. 
Maintaining his interest in clinical medi- 
cine, he has served as consulting physi- 
cian at Huntington Memorial Hospital 
in Glendale from 1935 to the present 
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time, and as senior attending surgeon at 
the Los Angeles County Hospital from 
1936 to the present. He is a member of 
the Founders Group, American Board of 
Preventive Medicine. 

Throughout his career he has been 
active in the affairs of the American 
Public Health Association, becoming a 
member in 1931 and a Life Fellow in 
1942. He served as president of the 
Southern California Public Health Asso- 
ciation, 1939-1940; president of the 
Western Branch, American Public 
Health Association, 1950-1951; and 
chairman of the Committee on Adminis- 
trative Practice of the Association from 
1944 to 1951. 

During recent years he has been par- 
ticularly active in national and inter- 
national public health matters. He 
served two terms as a member of the 
Board of Scientific Directors of the In- 
ternational Health Division of the 
Rockefeller Foundation for the years 
1944-1946 and 1948-1952, also as a 
member of the Health Commission of 
the Rockefeller Foundation, 1950-1951. 
He was president of the Association of 
State and Territorial Health Officers, 
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1949-1950; and has served as chairman 
of several of the committees of that 
Association. He was a member of the 
Public Health Methods Study Section, 
National Institutes of Health, Public 
Health Service, 1945-1949; and has 
been a member of the National Advisory 
Health Council of the Public Health 
Service from 1949 to the present. 

In the international field he has 
served as president of the United States- 
Mexico Border Public Health Associa- 
tion, 1951-1952, was an alternate dele- 
gate from the United States to the 
First World Health Assembly, Geneva, 
Switzerland, and to the Second Meeting 
of the Executive Board of the World 
Health Organization in 1948. He has 
also during the past year directed the 
work of a team of investigators for the 
Institute of Inter-American Affairs in 
the study of the Institute’s program in 
the Latin American countries. 

With this breadth of distinguished 
service in the fields of education and 
local, state, federal, and international 
public health, Dr. Halverson is- emi- 
nently qualified to furnish leadership to 
the affairs of the Association. 


SEDGWICK MEMORIAL MEDAL TO DR. MAXCY FOR 1952 


E Sedgwick Memorial Medal was 
presented in behalf of the Associa- 
tion on October 23, 1952, by Karl F. 
Meyer, M.D., Director, Hooper Institute 
for Medical Research, San Francisco, 
Calif., and Chairman of the Sedgwick 
Memorial Committee, to Kenneth Fuller 
Maxcy, M.D., Dr.P.H., Professor of 
Epidemiology, Johns Hopkins Univer- 
sity School of Hygiene and Public 
Health, Baltimore, Md. In his presenta- 
tion, Dr. Meyer gave the following cita- 
tion: 
The professional achievements, public 
health activities, and personal qualities 


of Dr. Kenneth Fuller Maxcy have se- 
lected him as the recipient of the twenty- 
second Sedgwick Memorial Medal for 
distinguished service in public health. 
His career stands out clearly as a 
paradigm of the qualities honered in 
this award, calling to mind the outstand- 
ing contributions of William Thompson 
Sedgwick as a pioneer in American 
sanitary science, as a zealous public 
servant, and as a supreme teacher. 
During his early education at George 
Washington University and his advanced 
professional training at Johns Hopkins 
University, Dr. Maxcy provided himself 
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with the sound background of knowl- 
edge that is fully reflected in his later 
activities. During his undergraduate 
and graduate work in medicine and 
pediatrics his natural interests were de- 
fined. These he followed into the field 
of hygiene and public health, preparing 
himself further through additional grad- 
uate studies, encouraged through a fel- 
lowship awarded him by the Rockefeller 
Foundation. His educational develop- 
ment coincided with a growing interest 
in hygiene and public health at Johns 
Hopkins, expressed in the establishment 
of a new school devoted to this field. 
He was one of the first students in the 
new school, where he received his doc- 
torate in public health in 1921. 

He then left the academic environ- 
ment, of which he had taken full 
advantage, to approach epidemiologic 
problems of public interest under natural 
conditions. This work he undertook in 
the U. S. Public Health Service. His 
first field experiences were concerned 
with malaria in the South—the distribu- 
tion and factors affecting it, other eco- 
logic aspects, its public health signifi- 


Kenneth F. Maxcy, M.D., Dr PH. 
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cance, clinical diagnostic observations 
and evaluation of treatment. Through- 
out this period and the succeeding ones 
he has taken the responsibility of shar- 
ing his experience and thought through 
his professional relations and through his 
publications. 

While studying malaria, he was at- 
tracted by the reports of sporadic 
cases of mild typhus in the eastern and 
southern United States. He went 
shortly thereafter to the areas where he 
could confirm his epidemiologic sus- 
picions—to Alabama and Savannah, Ga. 
This was the beginning of his continuous 
interest in the rickettsial infections. 
Through careful clinical histories, lab- 
oratory studies and epidemiologic data it 
was learned that typhus fever of rela- 
tively mild character and low mortality 
rate is endemic in the southeastern 
United States. Dr. Maxcy’s inductive 
synthesis of the evidence excluded the 
then prevailing concept of human-to- 
human exposure through the agency of 
lice. Correctly he reasoned that man 
is only an accidental intruder in a much 
broader exchange of the rickettsial 
parasite. His hypothesis, based on 
thorough appreciation of biologic prin- 
ciple, stipulated that in all probability 
the usual environment of the rickettsia 
concerned is a rodent, and that from the 
rodent it is at times taken up by certain 
parasitic blood-sucking vectors — fleas, 
mites, or possibly ticks—and more rarely 
still, finds its way through these arthro- 
pods to the human host. In the years 
that followed this hypothesis was 
thoroughly and laboriously explored by 
deductive methods and has achieved the 
position of fact. 

The hearly complete understanding 
of the ecology of murine typhus as it is 
now known was first visualized by the 
keen intellect of Dr. Maxcy. It guided 
the study of rickettsial disease into new 
channels and revealed for the first time 
the life cycle of these infective agents 
in relation to rats and ectoparasites. 
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More recent studies on scrub typhus 
on New Guinea and adjacent islands 
during World War II benefited greatly 
by this basic knowledge, documented in 
the excellent monograph that Dr. Maxcy 
and the late Dr. F. G. Blake prepared 
together. These investigations provided 
a sound basis for the development of 
useful measures in control of the mite 
vector and thus diminished the im- 
portance of this disease as a problem in 
military operations. 

After he had been in the Public 
Health Service for eight years, giving 
service that was recognized in the rank 
of surgeon, Dr. Maxcy returned to the 
university, this time to begin his pro- 
fessorial career. He taught bacteriology 
and preventive medicine at the Univer- 
sity of Virginia in Charlottesville for 
seven years and public health and pre- 
ventive medicine at the University of 
Minnesota for one. Returning in 1937 
to his alma mater, he became professor 
of bacteriology in the School of Hygiene 
and Public Health at Johns Hopkins 
and a year later professor of epidemi- 
ology, a post he has since held with 
distinction, succeeding Wade Hampton 
Frost, another recipient of the Sedgwick 
Medal. 

Under his guidance, teaching and re- 
search in epidemiology has, through the 
years, undergone a subtle transition. 
From a descriptive science overshadowed 
by an anthropocentric point of view 
it has become a biologic science, under 
the impact of teachings of Theobald 
Smith, whom the Association honored 
with the Sedgwick Award in 1930. This 
reorientation is fully documented in the 
masterful chapters on epidemiology that 
Dr. Maxcy has presented in some of the. 
recently published textbooks on preven- 
tive medicine and medical microbiology. 
These basic principles might have re- 
mained written documents had not his 
ability created interest among his stu- 
dents and stimulated them to analyze 
problems and to use their biologic in- 
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formation in reaching an explanation of 
the ecologic phenomena at hand. This 
major and real contribution rests on the 
friendly and remarkably tolerant, but 
critical, fashion in which he incited the 
thoughts of others. In consequence, he 
has sent scores of inquisitive young men 
and women from his classes eager to 
emulate his example of clear thinking 
before acting. Those who have had the 
privilege of being the recipients of his 
unstinted appreciation and kind advice 
promptly realized that he never has ap- 
peared disturbed when his suggestions 
have not been followed. This intellec- 
tual atmosphere not only permeates the 
research and teaching at the School, but 
also radiates through the many gradu- 
ates into public health activities both 
here and abroad. To find the qualities 
of the competent scientific investigator 
so well combined with the qualities of 
the teacher who understands learning is 
not common. 

As a selfless servant and as a con- 
structive adviser Dr. Maxcy has assisted 
the Rockefeller Foundation for many 
years as consultant, and since 1941 he 
has been closely connected in the same 
capacity with the Armed Forces Epi- 
demiological Board and the Research 
and Development Board of the National 
Military Establishment. The American 
Red Cross has benefited greatly by his 
counsel. The National Foundation for 
Infantile Paralysis has recognized his 
knowledge and experience in attacking 
the problems of this infection. It en- 
trusted him with the organization and 
the guidance of research of the Polio- 
myelitis Laboratory in the Department 
of Epidemiology at the School of Hy- 
giene and Public Health of the Johns 
Hopkins University. Every conference 
dealing with the research program of the 
Foundation has immeasurably benefited 
by his effective catalytic discussion of 
the search for facts. His enthusiasm 
and his satisfaction in being able, with 
the help of his very competent staff, to 
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work out the urgently needed methods 
of active immunization against polio- 
myelitis are always reflected in his facial 
expression whenever the topic is being 
mentioned. The discriminating sum- 
mary published in 1949 examining the 
evidence of water-borne and sewage- 
borne poliomyelitis is a document that 
meets high standards of professional ac- 
curacy and probity. Although separated 
by nearly sixty years from the first in- 
vestigation of Sedgwick on water-borne 
disease in Massachusetts, the summary 
fully attests to the traditional spiritual 
influence of the great master. 

Particularly appreciated by the Amer- 
ican Public Health Association is the 
devoted service of Dr. Maxcy as chair- 
man of the Committee on Research and 
Standards from 1939 to 1946, as well as 
his membership on the Governing Coun- 
cil, where he served the Epidemiology 
Section. 

Besides his research, his teaching, and 
public service, he has distinguished him- 
self as editor of the new edition of 
Rosenau’s Preventive Medicine and 
Hygiene. The continuation «i the 
original text—the first of its kind and 
one of the best—necessitated judicious 
extensive revisions and additions to the 
last edition published in 1935. He has 
produced a monumental classic under 
the strain of circumstances which were 
not anticipated when the assignment of 
revision was accepted. 

It is well for all public health workers 
to know and to respect the achievements 
and further gratefully to acknowledge 
the triumphant sacrifice which Dr. 
Maxcy has made. 

Even more important, perhaps, than 
these achievements is the man himself. 
His career illustrates the public services 
which Professor Sedgwick held in the 
highest esteem and which were so well 
exemplified in his own life. There has 


been a similar “overflowing of teaching 
into the practical aspects of community 
life, a generous and wise giving of him- 
self to causes larger than himself and of 
which he became a part.” The ready 
acceptance of his leadership reflects the 
sureness of his position. It also carries 
recognition of the quality and character 
that mark a man of distinguished ability. 

The American Public Health Associa- 
tion, in awarding the Sedgwick Memo- 
rial Medal to Kenneth Fuller Maxcy, 
honors itself in recognizing his outstand- 
ing ability. 


Response by Dr. Maxcy: Thank you 
very much Dr. Meyer for the kind words 
in your generous presentation. 

With maturity of experience, it has 
become increasingly evident to me how 
little one can claim as his original and 
individual contribution, whether in re- 
search or in administration. The body 
of knowledge has become so vast. and so 
highly specialized that to an ever in- 
creasing extent progress depends upon 
unselfish pooling of effort by individuals 
in groups and in teams. 

Every investigator, teacher, and ad- 
ministrator builds upon the network of 
contributions of his predecessors and 
contemporaries. Upon this occasion, I 
am keenly aware of my own indebted- 
ness to my colleagues and associates, 
past and present. With them, it has been 
my privilege to participate in the cumu- 
lation and transmission of knowledge 
pertinent to some phases of public 
health. 

To this privilege has now been added 
the high honor of being named among 
those to receive the William T. Sedgwick 
Memorjal Medal. In accepting, I am 
humbly grateful and deeply appreciative 
of my great good fortune. I shall always 
treasure the symbolism of this Sedgwick 
Award. 
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RESOLUTIONS 
The following Resolutions were unanimously adopted by the Association at the Eightieth Annual 


Meeting in Cleveland, Ohio, October 22, 1952. 


THANKS FOR SPECIAL PRIVILEGES 
EXTENDED 

Wuereas, the many opportunities to see at 
firsthand the scientific and industrial features 
of the Cleveland area have provided much 
of unusual interest and value to the partici- 
pants at this Eightieth Annual Meeting, 
therefore be it 

Resotvep, that the American Public Health 
Association expresses its sincere thanks to 
the agencies of Cleveland and its environs, 
and to those industrial organizations that 
have made their services and facilities avail- 
able for the special benefit of members. 


APPRECIATION TO OFFICIALS AND 
GROUPS 

Waenreas, the success of this Eightieth Annual 
Meeting is due in large part to the many 
courtesies, generous contributions of time 
and energy, and efficiency in providing for 
and conducting this Meeting, as extended by 
Harold J. Knapp, M.D., chairman of the 
Cleveland Committee, and his colleagues on 
the Committee, and 

Wuenreas, the Meeting was made more enjoy- 
able for all those attending by the gracious 
hospitality shared with us, therefore be it 

Resotven, ‘that the American Public Health 
Association expresses its grateful apprecia- 
tion and warm thanks to Dr. Knapp, to the 
Cleveland Committee, and to all of the 
agencies thereon represented. or 


APPRECIATION TO THE PRESS, RADIO, 
AND TELEVISION NETWORKS 


Wuereas, the press, radio, and television net- 


works, national, state, and local, have car- 
ried to the people of America the news of 
the important events of the Eightieth An- 
nual Meeting, thereby extending the value 
of the Meeting to those unable to attend, 
therefore be it 

Resotvep, that the American Public Health 
Association acknowledges its indebtedness 
and extends its thanks to the officials and 
staffs responsible for these means of mass 
information. 


APPRECIATION TO EXHIBITORS 


Wuenreas, the excellent exhibits, both scien- 
tific and technical as presented at the Eighti- 
eth Annual Meeting, are of great value and 
interest to the public health profession, and 

Wuenreas, the exhibits contribute so materially 
to the success of the Meeting, therefore be it 

Resotvep, that the American Public Health 
Association expresses its grateful apprecia- 
tion to those who have presented these 
exhibits. 


IN MEMORIAM 


Wuereas, since the last Annual Meeting of the 
American Public Health Association it has 
suffered the irreparable loss of 73 Fellows 
and members, many of whom have made 
outstanding contributions to the success of 
the Association, therefore, be it 

Resotvep, that the Association expresses its 
deep regrets at this loss, and be it further 

Resotven, that the names, attached, constitute 
a part of this resolution. 


Deceased Members and Fellows—October, 1951, to September, 1952 


NAME 
Pearl M. Anderson, Yorkville, Ill. 


Charles C. P. Anning, M.D., D.P.H., Johannesburg, South Africa 


W. Lloyd Aycock, M.D., Boston, Mass. 
Eleanor M. Bigelow, MS., Philadelphia, Pa. 
Louis H. Block, M.D., D.P.H., Chicago, Tl. 
R. E. Bower, M.D., Chillicothe, Ohio 
William A. Boyles, MS., Frederick, Md. 

E. H. Bramhall, Albany, Calif. 

Mary Branston, Spring Lake, Mich. 

Agnes Breen, R.N., Nulato, Alaska 

Paul C. Brown, D.V.M., College Park, Md. 


Claude S. Bryan, D.V.M., Ph.D., East Lansing, Mich. 


Marjorie M. Bucknam, R.N., Glens Falls, N. Y. 
Oscar A. Burton, M.D., Brattleboro, Vt. 
Dana Coman, M.D., New York, N. Y. 
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NAME 
Seth L. Cox, M.D., Seattle, Wash. 
Ruth N. Crawford, R.N., Las Vegas, Nev. 
James S. Darling, Hampton, Va. 
R. Davis, Nevada, Mo. 
Lucile K. Evans, Enid, Okla. 
Thomas C. Ferguson, Ed.D., Baltimore, Md. 
Autino Fiore, M.D., Cambridge, Mass. 
Edward F. Fisher, M.D., Dearborn, Mich. 
Charles A. Freck, Jamaica, N. Y. 
Lourdes B. Gordon, M.D., Chicago, Ill. 
Ira J. Hain, M.D., Reading, Pa. 
Buford G. Hamilton, M.D., Jefferson City, Mo. 
Walter E. Handley, M.D., Springfield, Mo. 
Harriet L. Hartley, M.D., Germantown, Pa. 
Marjorie M. Harrison, R.N., San Jose, Calif. 
Charles Haydock, C.E., Philadelphia, Pa. 
Harry H. Hudson, M.D., Nashville, Tenn. 
Edgar Erskine Hume, M.D., Dr.P.H., Frankfort, Ky. 
Oscar B. Hunter, M.D., Washington, D. C. 
Gordon P. Jackson, M.B., D.P.H., Toronto, Ont., Canada 
Augusta Jay, New York, N. Y. 
John D. Jungman, M.D., Philadelphia, Pa. 
Raymond A. Kelser, D.V.M., Ph.D., Philadelphia, Pa. 
J. H. Mason Knox, Jr., M.D., Baltimore, Md. 
James P. Kranz, Nashville, Tenn. 
John L. Lavan, M.D., Dr.P.H., Eloise, Mich. 
George M. Mackenzie, M.D., Cooperstown, N. Y. 
Andrew L. MacNabb, D.V.Sc., Guelph, Ontario, Canada 
George W. McCoy, M.D., Washington, D. C. 
Frances C. Montgomery, R.N., M.A., Florence, Colo. 
Joseph W. Mountin, M.D., Washington, D. C. 
Emile Nadeau, M.D., D.P.H., Quebec City, P.Q., Canada 
M. M. Nakadate, D.DS., Los Angeles, Calif. 
Paul A. Neal, M.D., Washington, D. C. 
Francis I. Norris, Cincinnati, Ohio 
I. L. Peavy, M.D., Santa Fe, N. M. 
Ed. L. Penfrase, Utica, N. Y. 
Viola Randall, San Francisco, Calif. 
Francois F. Rougon, M.D., New Roads, La. 
Helman Rosenthal, M.A., Dallas, Tex. 
Clara E. Rummenie, Quincy, III. 
Ole Salthe, Darien, Conn. 
Wilbur A. Sawyer. M.D., Berkeley, Calif 
Louis Schneider, M.D., Newark, N. J. 
Roy Schneiter, Ph.D., Cincinnati, Ohio 
Emanuel B. Schoenbach, M.D., Brooklyn, N. Y. 
Ada E. Schweitzer, M.D., Indianapolis, Ind. 
Anton J. Schramel, M.D., Milwaukee, Wis. 
Dora J. Silverman, M.D., Los Angeles, Calif. 
Joseph E. Simmons, M.D., Corvallis, Ore. 
Ben H. Sklar, MS.P.H., Springfield, I'l. 
Albert J. Slack, M.D., London, Ont., Canada 
Ellen A. Stone, M.D., Providence, R. I. 
George C. Stucky, M.D., Charlotte, Mich. 
Robert J. Vane, New York, N. Y. 
Charlotte C. VanWinkle, M.D., Dr.P.H., Taunton, Mass. 
Charles W. Wendelken, M.D., Portsmouth, Ohio 
John L. White, M.D., Chicago, Ill. 
Charles P. Winsor, Ph.D., Baltimore, Md. 
George Wolff, M.D., Washington, D. C. 
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INSTRUCTION IN HEALTH EDUCATION 
FOR ALL PUBLIC HEALTH WORKERS 


Wuereas, the educational approach is now 
considered basic in all branches of public 
health work, and 

Whereas, all professionai public health work- 
ers are using or need to use educational 
methods and materials for best results, and 

Wuereas, an understanding of how people 
learn and how their actions are. motivated 
is essential to success in all branches of pub- 
lic health work, and 

Wuenreas, the professional education of public 
health workers of various kinds does not 
now in many instances include this instruc- 
tion, therefore be it 

Resotvep, that the American Public Health 
Association urges all institutions training 
public health workers to study, in collabora- 
tion with public health educators, programs 
of instruction in public health education ap- 
propriate for health officers, sanitarians, 
nurses, and other public health specialists, 
with the view to their development and 
improvement. 


USE OF TELEVISION IN 
HEALTH EDUCATION 


Wuereas, the use of television is deemed es- 
sential upon selected occasions in a well 
conceived health program for health educa- 
tion of the public, and 

Wuereas, television may make an important 
contribution to health education by educa- 
tional institutions as an integral part of their 
broad programs of education, and 

Wuereas, television is a costly, complicated, 
and time-consuming medium which is be- 
yond the resources of most heaith agencies 
and many educational institutions acting 
alone, and ‘ 

Wuenreas, the Federal Communications Com- 
mission has allocated certain television chan- 
nels for educational use exclusively, there- 
fore be it 

Resotvep, that the American Public Health 
Association recommends most earnestly to 
the attention of all public health agencies, 
official and voluntary, the advantages of 
participating in or, upon occasion, initiating 
local coéperative arrangements to procure 
assignments of available TV channels for 
educational purposes, as contemplated by the 
Federal Communications Commission. 


HOME ACCIDENT PREVENTION 
PROGRAMS 


Wuereas, home ‘accidents constitute a major 
national health problem, and 
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Wuereas, the public health nurse has unique 
opportunities for preventive education in 
this area, therefore be it 

Resotvep, that the American Public Health 
Association urges local public health nursing 
services to give increased emphasis to this 
aspect of their program, and be it further 

REsoLvep, that other public health workers 
be encouraged to similarly increase home 
accident prevention programs. 


NEW NATIONAL NURSING 
ORGANIZATIONS 


Wuereas, for the past forty years the National 
Organization for Public Health Nursing has 
served as an inspiration and a motivating 
force in the development of high standards 
and sound practices in the field of public 
health nursing, and 

Wuereas, these responsibilities are now vested 
in the National League for Nursing and the 
American Nurses’ Association, therefore be it 

Resotvep, that the American Public Health 
Association expresses its appreciation for the 
contribution made by the National Organi- 
zation for Public Health Nursing, and be it 
further 

Resotvep, that the American Public Health 
Association maintain liaison with and give 
encouragement to the new national nursing 
organizations. 


NURSING SERVICES UNDER INSUR- 
ANCE COMPANY AUSPICES 


Wuereas, the nursing services which have 
been provided by the Metropolitan Life 
Insurance Company and the John Hancock 
Life Insurance Company are soon to be 
terminated, and : 

Waenreas, these companies have contributed 
generously of both leadership and resources 
which have furthered the growth and 
progress of public health nursing in the 
United States and Canada, and 

Wuereas, this development has contributed to 
the extension of public health programs, 
therefore be it 

Resotvep, that the American Public Health 
Association expresses appreciation for these 
fine contributions. 


HEALTH AND MEDICAL SERVICES TO 
AMERICAN INDIANS 
(A Reaffirmation of Policy) 


Wuereas, the Bureau of Indian Affairs is 
responsible for the operation of 62 hospitals 
in Continental United States and Alaska for 
the exclusive care of American Indians and 
is obligated to staff these hospitals with pro- 
fessional personnel to provide adequate pub- 
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lic health services, medical, dental, and hos- 
pital care for the protection and promotion 
of the health of Indians, and ; 

Wuenresas, the low salaries paid the staffs serv- 
ing in Indian hospitals under Civil Service 
appointments ; the isolation of Indian service 
stations where consultant service is unavail- 
able; the lack of postgraduate training to 
prepare physicians and dentists for Specialty 
Boards and other factors have made it im- 
possible for the Bureau of Indian Affairs to 
recruit professional personnel to adequately 
staff Indian hospitals at any time over a 
period of many years, and 

Wuereas, none of the 62 hospitals now oper- 
ated by the Bureau of Indian Affairs is 
recognized by the American Medical Asso- 
ciation or the American Dental Association 
for the training of interns or otherwise as 
teaching hospitals, and 

Wuereas, the lack of adequate medical, dental, 
and public health services and hospital 
facilities for the care of Indians is con- 
tributing to unusually high disease and 
death rates among the American Indians as 
a racial group, therefore be it 

Resotvep, that the American Public Health 
Association endorses and recommends the 
transfer, by legislative action, of all health 
activities of the Bureau of Indian Affairs to 
the United States Public Health Service, 

the public (field) health services to be made 


a responsibility of the respective states in 
which Indians reside, and the Bureau of 
Indian Affairs hospitals to be stafied and 
operated by the Public Health Service as 
United States Public Health Service hos- 
pitals. 


A PROPOSED QUINQUENNIAL CENSUS 


Wuereas, because of the rapid growth of the 


population in the United States in many 
areas, an interval of. ten years between 
censuses is too long for efficient use of inter- 
censal populations for calculating local vital 
statistic rates; for efficient social planning 
of hospitals, housing facilities, public ‘utilities 
of many types and marketing centers; and 
for other social requirements, such as dis- 
tribution of financial subsidies to local areas, 
and 


Whereas, it is estimated that with available 


economies, restricted but adequate and 
highly useful intermediate population counts 
could be conducted at far less than the cost 
of a full census, therefore be it 

Resotvep, that the American Public Health 
Association endorses the principle of a quin- 
quennial census, or some equivalent method 
for obtaining more adequate intercensal 
population information than is afforded by 
the decennial census alone. 


ELECTIONS TO THE GOVERNING 
COUNCIL, APHA 

During the current year for the second 
time under the revised Constitution and 
By-Laws of the APHA all members and 
Fellows in good standing were entitled 
to vote for the 10 Elective Members 
of the Governing Council chosen in 
1952. Beginning on August 6 official 
ballots were mailed to 11,492 members 
and Fellows entitled to vote. The 
official closing date was September 20 at 
which time 5,406 ballots had been re- 
turned in the official envelope. The 
APHA Committee of Tellers under the 
chairmanship of Carl L. Erhardt of 
New York with Charlotte V. Leach and 
Frederic Nordsiek, the other members, 
supervised the recording of the vote. 
There were 30 nominees, 27 of them se- 
lected by the Nominating Committee 


and three added by petition as provided 
for in the By-Laws. 

The 10 persons receiving the highest 
number of votes, with the names 
arranged alphabetically, follow: 


Katherine Bain, M.D., Washington, D. C. 

Rodney R. Beard, M.D., San Francisco, 
Calif. 

Dean A. Clark, M.D., Boston, Mass. 

Roy L. Cleere, M.D., Denver, Colo. 

Hazel V. Dudley, R.N., Hartford, Conn. 

John F. Mahoney, M.D., New York, N. Y. 

Harry S. Mustard, M.D., New York, N. Y. 

M. Allen Pond, M.P.H., Washington, D. C. 

Marian G. Randall, R.N., New York, N. Y. 

Samuel M. Wishik, M.D., Pittsburgh, Pa. 


In ,accordance with the standing 
orders of the Governing Council, the 
Committee of Tellers also submitted the 
names of persons next in order so that 
the By-Law provisions might be fol- 
lowed to replace persons in the above 
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list who were elected to the Governing 
Council as a Section Officer or in some 
other capacity. Under this provision, 
Samuel M. Wishik, M.D., having been 
reélected secretary of the Section on 
Maternal and Child Health, will be 
recorded as a member of the Council by 
virtue of his Section office, and Arthur 
C. Hollister, Jr., M.D., of Berkeley, 
Calif., has been named as an Elective 
Councilor in place of Dr. Wishik. 
Gaylord W. Anderson, M.D., Presi- 
dent of the American Public Health 
Association at the Cleveland Annual 
Meeting, formally declared the above 
persons elected for the terms indicated. 


TAX-SUPPORTED MEDICAL CARE FOR 
THE NEEDY: 


A Supplemental Statement 


It has been brought to the attention 

of the Committee on Administrative 
Practice and the Governing Council of 
the American Public Health Association 
that the paragraph defining the approval 
of the statement “Tax-Supported Med- 
ical Care for the Needy,” appearing in 
the October issue (Vol. 42, No. 10, 
p. 1310), was ambiguous in some re- 
spects. This paragraph will therefore 
be modified in the reprints which will 
be ready in the near future. Thé cor- 
rected statement follows: (New sentence 
is italicized.) 
TAX-SUPPORTED MEDICAL CARE FOR THE NEEDY 
A Statement of the Joint Committee on Med- 
ical Care of the American Public Health 
Association and the American Public Welfare 
Association 

This report has been approved by the Com- 
mittee on Administrative Practice of the 
American Public Health Association upon 
recommendation by the Subcommittee on 
Medical Care. This report has not been sub- 
mitted to the Governing Council of the 
American Public Health Association for ap- 
proval as an Association statement. The re- 
port has been approved by the Board of 
Directors of the American Public Welfare 
Association upon recommendation by the Com- 
mittee on Medical Care. 
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SANITATION PRACTICES 

Sanitation Practices in Local Health 
Departments is the report of a study 
conducted by the Engineering Section 
Project and supported by grants from 
the National Institutes of Health. Day- 
to-day records of their activities during 
1951, as reported by the sanitation staffs 
of 42 health departments located in 22 
states, are the basis for the conclusions 
reached. Sanitation Practices is the 
first analysis of environmental sanita- 


tion activities based on a study of such 


broad scope. Development of the 
method for conducting the field studies 
occupied the first part of the research. 
The time required to perform each of 
the usual activities of a sanitation pro- 
gram was tabulated in such a way as to 
show regional differences as well as 


' differences related to size of staff. Of 


the 42 local health departments, 3 were 
for cities and 20 for counties under 
100,000 population, 4 cities and 15 
counties had more than 100,000 popula- 
tion. 

According to the study, activities re- 
lated to food and milk consumed more 
than 50 per cent of staff time. Analyzed 
another way, a quarter of the staff time 
was devoted to office activities, more 
than 20 per cent to travel and only a 
little more than a third to field activities 
such as inspections, surveys, and collec- 
tion of samples. Health departments 
and other public health organizations 
will find the report a good starting point 
for analysis of their own sanitation 
activities. Administrators will find 
much information worthy of serious con- 
sideration. Professors William T. Ing- 
ram and Maurice A. Shapiro, and L. M. 
Fisher, Dr.P.H., participated in the 
study, the latter half of which was con- 
ducted by Dr. Fisher who also prepared 
the report. 

Copies of the report are available from 
the Association office, 1790 Broadway, 
New York 19, N. Y., 75¢. 
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Health Officers Section 

Hector Abad-Gomez, M.D., M.P.H., Avenida 
Salaverry 722, Lima, Peru; S.A., Interna- 
tional Adviser, Training and Demonstration 
Center, World Health Organization 

Blonda S. Brake, M.D., D.DS., P. O. Box 4, 
Point Pleasant, W. Va., District Health 
Officer, West Virginia State Health Dept. 

Hans Harmsen, M.D., Rantzaustr. 17, Ham- 
burg, Germany, Professor of Hygiene and 
Public Health, Univ. of Hamburg, and Di- 
rector of Hamburg Hygiene Institute 

William Kraus, M.D., 4733 Centre Ave., 7-B, 
Pittsburgh 13, Pa., Asst. Director, Bureau 
of Tuberculosis Control, State Dept. of 
Health 

Melvin H. Evans, M.D., Box 51, Christiansted, 
Virgin Islands, Asst. Commissioner of 
Health, Virgin Islands Dept. of Health 

Marcial Martinez-Larre, M.D, 
Avenida Independencia No. 99, Ciudad Tru- 
jillo, Dominican Republic, Ministry of Pub- 
lic Health, Dominican Government 

J. Webster Raattama, M.D., Adams Clinic, 
Nashwauk, Minn., Village Health Officer 

Helen M. Reeves, M.D., P.O. Box 67, Auburn, 
Me., District Health Officer, State Dept. of 
Health and Welfare 

Alferes G. A. dos Santos-Lima, M_.D., 
M.P.H., Santa Alexandrina 882, Apt. 202, 
Rio de Janeiro, Brazil, S.A., Health Officer, 
Division of Sauitary Organization, National 
Dept. of Health 

James P. Winkler, M.D., 2010 E. 102 St., 
Cleveland 6, Ohio, Director of |Health, City 
of East Cleveland 

Laboratory Section 

Fred W. Gallagher, Ph.D., Univ. of Vermont, 
Burlington, Vt., Professor of Bacteriology, 
College of Medicine 

E. Elizabeth Garrison, 484 Ladera St., Pasa- 
dena 6, Calif., Student Technician, Los 
Angeles County General Hospital 

Edward Kravitz, DSc., 2008 N. 56th St., 
Philadelphia 31, Pa., Bacteriologist, De- 
velopment Section, Industrial Test Labora- 
tory, Philadelphia Naval Shipyard 

Pauline C. Lee, 419-8th St., Marysville, Calif., 
Laboratory Director, Sutter-Yuba Health 
Dept. 

Gertrude McGrath, 1030 Rowland Ave., 
Kansas City, Kans., Bacteriologist, City- 
County Health Dept. 

Ruth A. McKinney, Ph.D., Naval Biological 
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APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. 
requested affiliation with the sections indicated. 


They have 


Laboratory, Naval Supply Center, Oakland 

4, Calif., Research Bacteriologist 

Donald C. Metcalfe, Chillicothe Hospital, 
Chillicothe, Mo., Laboratory Director 

Khurshid A. Mian, M.P.H., 600 W. 169th St., 
Apt. 21, New York, N. Y., Student, Colum- 
bia Univ. School of Public Health 

Felicisimo San Agustin, D.V.M., Harvard 
School of Public Health, 55 Shattuck St., 
Boston, Mass., Asst. Chief, Veterinary Re- 
search Division, Philippines Bureau of 
Animal Industry 

Elmer L. Shaffer, Ph.D., 208 W. State St., 
Trenton, N. J., Director of Laboratories, 
State Dept. of Health 

Alexis Shelokov, M.D., 8207 Grubb Road, 
Silver Spring, Md., Sr. Asst. Surgeon, Na- 
tional Microbiological Institute, Pubiic 
Health Service 

Charles J. York, D.V.M., Ph.D. P.O. Box 

1656, Indianapolis, Ind., Virus Research Di- 

rector, Pitman-Moore Company 


Engineering Section 

Harold J. W. Boecher, 121 W. Main St., 
Chillicothe, Ohio, Sanitarian and Acting 
Health Commissioner, Ross County Board 
of Health 

James F. Fawls, 162 Colony Road, Silver 
Spring, Md., Engineer, Sales Dept., Wallace 
and Tiernan Company, Inc. 

Andrew J. Fuller, C.E., 119 E. Main St., Rm. 
615, Rochester 4, N. Y., Regional Director 
of Public Health Engineering, State Dept. 
of Health 

Anthony P. Miano, M.P.H., 9559 Wormer, 
Detroit 28, Mich., Sanitarian, Wayne County 
Health Dept. 

John R. Williams, 1225-19th St., N.W., Wash- 
ington 6, D.C., Partner, Johnson and Wil- 
liams, Consulting Engineers 


Industrial Hygiene Section 
Duncan A. Holaday, M.A., Box 2537, Fort 
Douglas Station, Salt Lake City, Utah, Chief, 
Health Physics Unit, Division of Occupa- 
tional Health, Public Health Service 
Joseph T. Noe, M.D., Homer. Laughlin China 
Company, Newell, W. Va., Médical Director, 
East Liverpool District Potteries 


Food and Nutrition Section 
Robert W. Hillman, M.D., 79 Prospect Park 
S.W., Brooklyn 18, N. Y., Asst. Professor 
of Environmental Medicine and Community 
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Health, State Univ. College of Medicine at 
New. York 

June S. Johnson, MS., 3340 Colwyn Road, 
Shaker Heights 20, Ohio, Relief Dietitian, 
University Hospitals of Cleveland 

Thomas F. Lofthouse, MS., City Health 
Dept., City Hall, Billings, Mont., Dairy and 
Milk Sanitarian 

May McMillan, MS., Dept. of Health, Hagers- 
town, Md., Nutritionist, Washington County 
Health Dept. 

Major Margot Reis, QMC, 891-4S5th Ave., 
San Francisco 21, Calif., Asst. Chief, Food 
Service Division, QM Section, Sixth Army 


Maternal and Child Health Section 
Frances E. Brennecke, M.D., 2805 N. Taylor 
St., Little Rock, Ark., Director, Crippled 
Children’s Division, State Dept. of Welfare 
Audrey J. McDonald, M.D., 329 E. Mont- 
gomery, Rockville, Md., Asst. Health Officer, 
Montgomery County Health Dept. 


Public Health Education Section 

Margaret C. Cahoon, 388 Milverton Blvd., 
Toronto, Ont., Canada, Assoc. in Public 
Health Administration, School of Hygiene, 
Univ. of Toronto 

J. Richard Connelly, 11 W. 42nd St., New 
York 36, N. Y., Exec. Director, American 
Diabetes Assn., Inc. 

Joanne C. Dow, M.P.H., 119 Cecil St., S.E., 
Minneapolis, Minn., Health Educator, State 
Dept. of Health 

Wilfred W. Eastman, M.D., 1200 Prospect 
Ave., Takoma Park, Md., Medical Secy., 
Potamac Conference of Seventh-Day Ad- 
ventists 

Joanne E. Finley, MS., 4908-29th Road, S., 
Arlington 6, Va., Health Educator, Mont- 
gomery County Tuberculosis Assn. 

Mrs. J. H. Groefsema, Box 427, Mountain 
Home, Idaho, Interested Citizen 

Betty P. Mathews, Fabyan Oaks, Glen Ellen, 
Calif., Student, School of Public Health, 
Univ. of California 

Dwight C. Monnier, Ed.D., 2183 Main St., 
Buffalo 14, N. Y., Exec. Secy. Western 
New York Committee for Education on 
Alcoholism 

Lillah Olson, M.P.H., Michigan Dept. of 
Health, Lansing, Mich., Health Education 
Consultant 

Sidney Oviatt, 11 Heatheridge, Ann Arbor, 
Mich., Director of Public Relations and De- 
velopment, National Sanitation Foundation 

Scott K. Simonds, M.P.H., 415 Fourth St., 
S.E., Rochester, Minn., Health Educator, 
State Dept. of Health 

Jean Valdespino, P.O. Box 786, Clearwater, 
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Fla., Exec. Secy., Pinellas County Tubercu- 

losis and Health Assn. 

Gracie R. Wilkes, 9004 Kempton Ave., Cleve- 
land, Ohio, Sr. Public Health Nurse, Cleve- 
land Division of Health 

Caroline S. Wishik, M.A., 1155 Shady Ave., 
Pittsburgh 32, Pa., Health Educator, Survey 
Staff, Allegheny County Chest X-Ray 
Foundation 


Public Health Nursing Section 

Katharine Akin, State Department of Public 
Health, Atlanta, Ga., Assoc. Director, Di- 
vision of Public Health Nursing 

Noelle M. Anderson, 2340-17th Ave., San 
Francisco 16, Calif., Supervising Public 
Health Nurse, San Francisco Dept. of Public 
Health 

Erma J. Burgess, Mineral Springs Sanatorium, 
Cannon Falls, Minn., Public Health Nurse 

I. Estelle Dunlap, M.A., 2063 Adelbert Road, 
Cleveland 6, Ohio, Mental Health Con- 
sultant, Frances Payne Bolton School of 
Nursing 

Helen M. Jones, Cattaraugus County Dept. of 
Health, Olean, N. Y., Supervisor of Nurses 

Esther M. Leihgeber, M.A., 2063 Adelbert 
Road, Cleveland 6, Ohio, Assoc. Professor 
of Public Health Nursing, Western Reserve 
Univ. 

Janet E. LeVien, R.N., 3315 Pleasant Ave., 
Union City, N. J., Supervisor, Union City 
Public Health Nursing Service 

Ruth N. Nelson, 187 Woodbine Ave., Merrick, 
N. Y., Consultant Public Health Nurse, 
Nassau County Dept. of Health 

Maria D. Jesus Rodriquez, Box 96, Brookville, 
Ind., County Public Health Nurse 

Clara A. Traver, 124 E. 291st (Willowick), 
Willoughby, Ohio, Educational Director of 
Nurses, Cleveland Division of Health 

Harriett L. Tuller, R.N.. M.P.H., 615% W. 
Huron St., Ann Arbor, Mich., Staff Nurse, 
Washtenaw County Health Dept. 


Epidemiology Section 

Albert L. Marshall, Jr.. M.D., 1330 W. Mich- 
igan St., Indianapolis 7, Ind., Director, 
Communicable Disease Control Divisicn, 
State Board of Health 

Samuel S. Shouse, M.D., 55 Shattuck St., 
Boston 15, Mass., Student, Harvard School 
of Public Health 

Lt. Col. Harvey G. Tousignant, MC, USAF, 
3400-39th St., N.W., Apt. B-716, Washing- 
ton 16, D. C., Asst. Chief, Preventable 
Disease Branch, Preventive Medicine Di- 
vision 

Mark Welsh, D.V.M., MS., Lederle Labora- 
tories Division, American Cyanamid Com- 
pany, Pearl River, N. Y., Animal Industry 
Consultant 
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School Health Section 

Marie Kennedy, R.N., 1365 Florence St., Day- 
ton Ohio, Public Health Nurse, Montgomery 
County Dept. of Health 

Mary T. Peacock, M.A., Chattanooga-Ham- 
ilton County Health Dept., City Hall, 
Chattanooga, Tenn., Director of Health Ed- 
ucation 

George S. Rust, M.D., 1 School St., Glou- 
chester, Mass., Physician and School Physi- 
cian, Gloucester Board of Health 

D. C. Wharton Smith, M.D., 2 Wyndhurst 
Ave., Baltimore 10, Md., Supervisor of 
Hea'th Services, Baltimore Dept. of Educa- 
tion 

Stacy C. Thomson, M.D., 301 S. Second St., 
Box 453, Guthrie, Okla., College Physician, 
Langston Univ. 

Joyce Wilson, R.N., W. 1025 Indiana Ave., 
Spokane 17, Wash., Director of Health Edu- 
cation, Upper Columbia Conference of 
Seventh-Day Adventists 

Harry E. Zion, M.D., S.T.E.M. to Thailand, 
c/o American Embassy, Bangkok, Thailand, 
Surgeon, (R), Public Health Service 


Dental Health Section 

Josse-Emile DeWever, D.DS.. M.P.H., 27 
van Bree St., Antwerp, Belgium, Fellow, 
World Health Organization 

Rudolph U. Lanclos, D.M.D., P.O. Box 57, 
St. Thomas, Virgin Islands, Director of 
Dental Health Services, Virgin Islands 
Health Dept. 

Alfred F. Morin, D.M.D., 1 Woodside Ave., 
West Warwick, R. I., Director, Joseph 


Samuels Dental Clinic, Rhode Island Hos- 
pital 
William D. Wellock, D.M.D., 227 Common- 
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wealth Ave., Boston 16, Mass., Director, 
Division of Dental Health, State Dept. of 
Public Health 


Medical Care Section 
Larry L. Flor, 2603 Fulton St., Berkeley, Calif., 
Production Control Clerk, Berkeley Scien- 
tific Corporation 
Sterling E. Gill, M.P.H., 128 Brunson Ave., 


Columbus, Ohio, Administrative Asst. to 
Chief, Hospital Facilities Divisidn, State 
Dept. of Health 


Phoebe H. Goff, M.A., National Tuberculosis 
Assn., 1790 Broadway, New York 19, N. Y., 
Assoc., Rehabilitation Service 

Isidore Maislin, Einstein Medical Center, 
Sth and Reed Sts., Philadelphia 47, Pa., 
Acting Administrator 


Una fiiliated 

Philip J. Glasner, 803 Cathedral St., Baltimore, 
Md., Speech Therapist, Johns Hopkins Hos- 
pital, and Director, Speech Clinic, Anne 
Arundel County Health Dept. 

Alexander Goetz, Ph.D., California Institute 
of Technology, Pasadena, Calif., Assoc. Pro- 
fessor of Physics 

Peter Illberg, M.D., U. S. Army Hospital, 
Fort Lee, Va., Asst. Chief Neuro-Psychiatrist 

Major William D. Nettles, VC, USAF, Hq. 
18th AF, Donaldson AFB, Greenville, S. C., 
Chief, Veterinary Division, Office of Air 
Surgeon 

Yoshihiro Ono, M.D., 9 Hisagi Zushi-machi, 
Kanagawa Pref., Japan, Private Clinic 

V. Venkat Rao, WHO Malaria Team, Lashio, 
NSS., Burma, Public Health Sanitarian, 
World Health Organization, Malaria Control 
Demonstration Project 


. 
‘ 
a 


Dec., 1952 


EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 
personnel and for those seeking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Public Health Physician—as health 
officer for an established county health 
department of 37,000 in northwestern IIli- 
nois. Salary range $7,200-9,000, plus 
travel allowance. Usual vacation, sick 
leave, and retirement fund. Qualified 
hysician may start above the minimum. 
Write: President, Lee County Board of 
Health, 123 E. First St., Dixon, Ill. 


Medical Officer—Licensed M.D. to pro- 
vide general medical attention for about 
300 Aleut residents and employees of the 
Fish and Wildlife Service on the Pribilof 
Islands, Alaska, in connection with the 
government-operated fur-seal industry. 
Salary $8,800 per annum, moderate 
charges made for furnished residence and 
subsistence supplies. Travel and transpor- 
tation expenses paid by Service on 15- 
month minimum duty tour. Write. Di- 


rector, Fish and Wildlife Service, Dept. 
of the Interior, Washington 25, 


Medical Deputy Health Directors—for 
large county in southeastern Michigan; 
two vacancies; salary for each position is 
$9,984 per year, plus travel expenses. Gen- 
eralized public health program; must have 
capacity for good public relations. Write: 
Ethan B. Cudney, M.D., 216 Oneida Road, 
Pontiac, Mich. 


Health Commissioner—for City Depart- 
ment of Health, Wilmington, Del. Salary 
$10,000 per annum. Practical experience 
in public health required. Write: Presi- 
dent, Dept. of Health, Public Building, 
Wilmington, Del. 


Deputy Health Officer—M.D. from a 
recognized medical school including one 
year hospital internship, plus a Master's 
Degree in public health administration. 
and one year’s experience in programs of 
public health administration or community 
health organization. Three year’s full- 
time experience in a position of adminis- 
trative responsibility in public health work 
may be substituted for the Master's De- 
gree and the one year’s experience. Salary 
$8,000. Write: R. R. Bradshaw, D.D.S., 
Chairman, St. Paul Area Public Health 
Council, 460 Wilder Bidg., St. Paul 2, 
Minn. 


Health Educator—to develop and pro- 
mote health education in Oregon indus- 
tries and to correlate the work with other 
health education programs in the state. 
M.P.H. in health education. Should be 
familiar with or experienced in research 
in the industrial field. Salary range $336 
to $410, plus $9.50 per diem maximum 
and seven cents a mile for use of car. 
Liberal vacation, sick leave, retirement. 
Write: A. T. Johnson, Personnel Director, 
Oregon State Board of Health, P.O. Box 
231, Portland, Ore. 


Chief, Division of Dental Health—Plan, 
organize, and administer state-vide pre- 
ventive dental health program in State 
Department of Public Health. Minimum 
qualifications are as follows: (1) California 
license or license in other state and eli- 
gible for one in California; (2) three 
years dentistry practice and three years 
paid administrative experience in a public 
health dental health program, and (3) 
Diplomate of American Board of Dental 
Public Health, or Board eligible; or 
Diplomate of American Board of Pedo- 
dontics, or Board eligible, and one year 
postgraduate training in public health. 
Monthly salary range $950-1,050. Write 
airmail by December 31, for details of na- 
tion-wide examination. State Personnel 
nee Dept. D2, 1015 L St., Sacramento, 

alif. 


Full-time Dental Hygienist— Position 
available in the Cincinnati school dental 
clinics. Salary $3,613 annually, two weeks 
vacation with pay, retirement benefits, 
cumulative sick leave. Write: Dr. E. H. 
Jones, Supervisor, Dental Hygiene Serv- 
and Ludlow Sts., Cincinnati 
2, io. 


Chief, Records and Research—organize 
and administer the records and research 
services. Salary $7,950-8,950. 

Chief, Health Education—Organize and 
administer the health education program 
of the Philadelphia Department of Public 
Health. Salary $6,940-7,740. Write: Phil- 
adelphia Personnel Dept., Room 127, City 
Hall, Philadelphia, Pa. 


Qualified Sanitarians—for generalized 
program. Four vacancies exist for grad- 
uate general sanitarians with well estab- 
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lished county health department in south- 
eastern Michigan; starting salary $4,667 
per annum, plus traveling expenses. Paid 
vacation, sick leave, retirement benefits. 
Write: Ethan B. Cudney, M.D., 216 
Oneida Road, Pontiac, Mich. 


Director of Nurses—for weil established 
county health department in southeastern 
Michigan. Salary $5,500 per year, plus 
travel expenses. Supervise and coérdinate 
activities of approximately 30 nurses; gen- 
eralized public health nursing program. 
i vacation, sick leave, retirement bene- 

ts. 

Staff Nurses—Ful! generalized program 
under progressive leadership. Starting 
salary $3,562 per annum; mileage allow- 
ance eight cents per mile for use of own 
car; paid vacation, sick leave, retirement 
benefits. Write: Ethan B. Cudney, M.D., 
216 Oneida Road, Pontiac, Mich. 


Public Health Nurses—Do you want to 
work: where scenery is beautiful, weather 
is good, and recreation is bountiful? 
Salary range $284-341 per month. Vaca- 
tion and sick leave is adequate; 40 hour 
week; mileage allowance; under Civil 
Service. Write: Robert S. Westphal, M.D., 
Health Officer, 3325 Chanate Road, Santa 
Rosa, Calif. 


Public Health Nurse Supervisor—Gen- 
eralized program in city health depart- 
ment. Minimum qualifications B. S. de- 
gree and three years experience. Salary 
$390. Travel allowance. Write: F. A. 
Musacchio, M.D., City Health Dept., City 
Hall, Hammond, Ind. 


Public Health Nurses—-Sa!ary $256 to 
$327. Special bonus-for desert area. Public 
Health Nursin Certificate required. 
Must have car. Write: County Civil Serv- 
ice Office, 236 Third Street, San Bern- 
ardino, Calif. 


Public Health Nurses—for urban and 
rural health work. Vacation, sick leave, 
and retirement benefits. Salary open. 

Nursing Supervisor—to direct a public 
health nursing program in a city-county 
health department. Must have degree in 
public health nursing and experience in 
nursing administration and supervision. 
Ideal working environment in modern 
health center. Vacation, sick leave, re- 
tirement benefits, and travel allowance. 
Salary open. Opportunity for developing 
a training center. Write: Wayne County 
Board of Health, 1761 Beall Ave., 
Wooster, Ohio. 


Public Health Nurse—for city and 
school health program. Salary range: 


$3,530-3,890. Starting salary $3,530, plus 
cost of living. Car allowance, annual and 
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sick leave and retirement plan. Must be 
registered nurse with at least some post- 
graduate work in public health and two 
years’ experience in the public health field. 
City of 100,000 population. Write: Per- 
sonnel Advisory Board, City Hall, Sag- 
inaw, Mich. 


Public Health Nurses—Generalized pro- 
gram, County in Finger Lakes Region of 
Central New York, home of large univer- 


sity. Liberal personnel policies, state re- 
tirement system. Salary $2,950-3,450; 
cars provided. Write: Commissioner, 


——— County Health Dept., Ithaca, 
N. Y. 


Public Health Nurse—for organized 
county health department in northern 
California. Population 65,000. Generalized 
program (except school nursing). New 
health center building recently opened. 
Friendly western town with many scenic 
areas and recreational advantages. Good 
personnel policies, vacation, sick leave and 
state retirement plan. Salary $298-370. 
Car furnished or eight cents per mile if 
personal car used. Write: Richard C. 
Murphy, M.D., Butte County Health 
Dept., 2430 Bird St., Oroville, Calif. 


Nurse (Anesthetist)—for Tinker Air 
Forc¢é’ Base Hospital, Oklahoma City. 
Civil Service, GS-7. Starting sala 
$4,205. Write: Col. W. H. McCarroll, 
USAF (MC), USAF Hospital, Tinker Air 
Force Base, Oklahoma City, Okla. 


Staff Public Health Nurse—Rochester- 
Olmstead County Health Unit operating 
a-community program between the city 
health department, the public schogls, and 
the county. Combined population 47,000. 
Generalized public health nursing pro- 
gram includes school work and bedside 
care on a demonstration and supervision 
basis. Also an active student program in 
coéperation with the University of Minne- 
sota School of Public Health and the 
State Department of Health. Degree and 
minimym public health training required. 
Car necessary. Mileage 7% cents per mile. 
Minimum salary $3,300; adjustable de- 
Reading on experience and qualifications. 

rite: Miss Dorothy E. Anderson, Di- 
rector of Public Health Nurses, Public 
Health Center, Rochester, Minn. 


Junior Bacteriologist-Serologist — for 
position in a municipal health department. 
Some experience desirable. Vacation, sick 
leave, pension plan, Civil Service. Starting 
salary $300-335 per month. Write: Dr. 
N. O. Gunderson, Health Commissioner, 
Rockford Health Dept., Rockford, IIL. 
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Sanitarian—in county health depart- 
ment serving a population of 65,000. Gen- 
eralized sanitation program including ur- 
ban and rural activities in nerthern 
California county with many recreational 
advantages. Personnel policies include 


POSITION 


Nonmedical Public Health Adminis- 
trator—Desires position, preferably in 
local department, January 1. Will receive 
M.P.H. in administration in December. 
Three years and four months’ experience. 
Age 25, married. Would give special con- 
sideration to position with responsibility 
for administration of training program. 
Can give excellent references. Veteran. 
Write: Box C-21, Employment Service, 
APHA, 


Health Educator -—— Administrator — 
M.S.P.H., Ed.D., F.A.P.H.A. Presently 
director of school health program in large 
city. Extensive city and state level co- 
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vacation, sick leave, and retirement bene- 
fits. Salary $268-332 per month. Car 
furnished or eight cents per mile, if per- 
sonal car used. Write: Richard C. 
Murphy, M.D., Butte County Health 
Dept., 2430 Bird St., Oroville, Calif. 


WANTED 


operative health planning experience. 
Experience as university and teachers’ col- 
lege instructor in school and community 
health. Desires to teach in university or 
teachers college or position as health con- 
sultant or coordinator in state program. 
Resume. Excellent references. Write: 
Box HE-50, Employment Service, APHA. 


Industrial Sanitarian—B.S., R.S. Expe- 
rience and training in general sanitation. 
Ability to direct industrial and food 
service inspections. Sanitary surveys and 
field testing. Write: Box S-17, Employ- 
ment Service, APHA 


All on the advertisement should be sent to Burneice Larson, 


edical Bureau, Palmolive 


WANTED — (a) PUBLIC HEALTH DI- 
health department established 25- 
ars; town 80,000, near Chicago; $12,000. (b) 
PU BLIC HE ALTH PHYSICIAN to direct 
school health program; school enrollment, 97,000; 
university city, 700,000; opportunity medical school 
a nent: West. (c) COMMISSIONER OF 
HEA LTH; university city; East. (d) PUBLIC 
HE AL TH PHYSICIAN; assignment un- 
der American auspices. ASSISTANT PRO- 
FESSOR PUBLIC HEALTH NURSING; 4- 
year pro ts eastern university. (f) DIRECTOR 
F NURSES; field staff of 78 with 6 supervisors; 
Midwest. (g) DIRECTOR, visiting nurses asso- 
ciation; Florida. (h) SANITARIANS, SANI- 
TARY ENGINEERS, AND PUBLIC HEALTH 
EDUCATORS; state health department; expan- 
sion program; urban, rural, and semirural. (i) 
Assistant director, health education; state agency ; 
East. (j) Health educator, department aving 
membership of ninety agencies, ten associations, 
a community groups; excellent staff; Pacific 
oast. 


Building, Chicago 11, IIl. 


TED — OPPORTUNITIES FOR: (a) 
PCBLIC HEALTH PHYSICIAN; 5 years’ ex- 
perience as and school —, 
specializing; M.P.H. Johns Hopkins; 
director, city-county department. UBL 
HEALTH NURSING ADMINISTRATOR: 
B.A.; certificate; public health nursing; 9 years’ 
onpenense including 4 years’ assistant professor, 

lic health; 5, consultant, state health depart- 
ment. (c) HEALTH EDU CATOR; M.A. 
(Health Education); 7 years’ teaching 4 
raduate and undergraduate courses in He 
education. (d) ITARIAN OR PU BrIC 
HEALTH ENGINEER. B.S. (agricultural engi- 
neering); 18 months’ graduate training, civil engi- 
neering; 3 years’ teaching; 4 years’ sanitary engi- 
neer, state health department. (e) INDUSTRIAL 
HYGIENIST; M.S. (chemical engineering); 11 
years’ experience in industry and state health de- 
partments. MEDICAL BUREAU, BURNEICE 
LARSON, PALMOLIVE BUILDING, CHI- 
CAGO. 
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WHO NEWS 
European Sanitary Engineering 


The third Seminar for European 
Sanitary Engineers was held in London, 
October 26—November 3. Attended by 
50 sanitary engineering experts from 18 
European countries, the seminar con- 


centrated chiefly on the problem of - 


treatment and disposal of sewage. Be- 
cause of the war destruction and the 
sudden increases and shifting in indus- 
trial activities, existing sewage facilities 
were severely strained. Hence, the pol- 
lution of rivers, streams, and subsoil 
water has increased in many areas. 
Furthermore, the rebuilding and ex- 


pansion of industrial facilities and the ~ 


enormous demand for new housing has 
created a corresponding demand for ex- 
tending sewage facilities. One of the 
major problems studied at the seminar 
was how to provide sewage treatment 
and disposal for new housing develop- 
ment at not too prohibitive a cost. 

The emphasis of the three sanitary 
engineering seminars that have been 
held is an indication of the increasing 
acceptance of sanitary engineering as a 
component of public health in Europe, 
where it has traditionally had less 
acceptance than in this country. The 
first seminar in the Hague in 1950 con- 
centrated on the general field of sani- 
tation particularly its relation to the 
whole of public health. The second, in 
Rome in 1951, was devoted primarily to 
problems of personnel training in en- 
vironmental sanitation. 

The recent seminar was sponsored 
jointly by WHO, the Ministry of Hous- 
ing and Local Government of the 
United Kingdom, and the Rockefeiler 
Foundation. WHO experts included the 
director of its Division of Environmental 
Sanitation, Professor H. G. Baity, former 
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professor of sanitary engineering, Uni- 
versity of North Carolina School of 
Public Health, and R. Pavanello, re- 
gional health officer for Europe for en- 
vironmental sanitation. 


Two Million Dollar PASB Budget 

Both the executive committee and the 
directing council of the Pan American 
Sanitary Organization met in Havana, 
Cuba, just prior to the first Inter-Ameri- 
can Congress on Public Health. Dr. 
Carlos Luis Gonzalez, director general 
of health, Venezuela, was elected chair- 
man of this the sixth meeting of the 
directing council. 

A budget of $2 million was adopted 
for 1953. In addition the council ap- 
proved the use of $306,000 of surplus 
capital for expansion of the fellowship 
program, for an extended smallpox 
eradication program, and for recon- 
struction of the Washington PASB 
buildings. Also authorized was the 
translation into Spanish of John J. 
Hanlon’s Principles of Public Health 
Administration as a standard public 
health textbook to serve as a reference 
and guide to public health adminis- 
trators in Latin America. 

Fred L. Soper, director of PASB, made 
a report of the Bureau’s activities, stress- 
ing particularly the great expansion of 
its work during 1951 and 1952. He 
commented on the many agencies that 
contribute to the work of the Bureau so 
that currently outside financial resources 
are greater than internal ones. 

The seven members of the directing 
council, representing as many countries, 
serve on a rotating basis. Representa- 
tives of El Salvador, Peru, and the 
United States were succeeded at this 
meeting by election of representatives 
from Brazil, Chile, and Haiti. 
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Bringing the Issues Alive 

- Special Exhibit Number is the title of 
the September-October, 1952, WHO 
Newsletter. On two large sheets de- 
signed for display as a wall newspaper, 
pictures, charts, and texts portray 
dramatically the vicious circle of poverty 
and sickness. The cost of malaria, 
tuberculosis, trachoma and many other 
diseases not only in human lives and 
suffering but in food production, land 
values, and other economic factors is 
made clear. Its announced purpose is 
“To stimulate thought and discussion on 
the subject of the relationship between 
the economic burden of sickness and the 
cost of its prevention.” 

Included are spot maps of the six 
regional WHO areas, showing the variety 
of advisory services that have been given 
in each area at the request of govern- 
ments. A short but meaty summary on 
“WHO: What It Is and What It Does” 
is also included. This is invaluable 
material for citizen groups interested in 
WHO and the larger world organization 
of which it is a part. It should under- 
line Brock Chisholm’s words that, “As 
far as health is concerned, it is obviously 
and immediately clear that the world 
will be one or none.” ' 

Copies are available from Director, 
World Health Organization, United Na- 
tions, New York, or Regional Office for 
the Americas, 1515 New Hampshire 
Avenue, Washington, D. C. 


Rehabilitation of Adult Disabled 

The legacy of disablement from the 
second World War was the recent con- 
cern of a two-month group training 
course on “The Rehabilitation of the 
Adult Disabled” organized jointly by 
the United Nations and two of its 
specialized organizations most directly 
concerned with the problem—the World 
Health Organization and the Interna- 
tional Labor Office. The course was 
carried on at the invitation of the four 
Scandinavian countries which furnished 
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the lecturers and had official repre- 
sentatives responsible for the program. 
In each case the ministries of health 
and of labor were represented on the 
planning group. Sweden, Finland, and 
Denmark each were hosts to the courses 
for a period of two or three weeks. 

The European governments were in- 
vited to nominate usually six representa- 
tives as members of the course chosen 
from among public health adminis- 
trators, orthopedic surgeons, physical 
therapists, social workers, Ministry of 
Labor personnel, vocational counselors, 
and prosthetic technicians. The course 
included visits to a variety of rehabili- 
tation and training institutions in Scan- 
dinavia. The last week was devoted 
entirely to group discussions and prepa- 
ration of reports. All lecturers were 
drawn from Scandinavia. Director of 
the course was Harold Balme, O.B.E., 
M.D., F.C.R.S., D.P.H., consultant ad- 
viser on rehabilitation to the WHO, 
UNICEF, and the United Nations. 


Diverse African Health Problems | 

The proceedings of the Second Ses- 
sion of the Regional Committee for 
Africa, meeting in Liberia in August, 
1952, are summarized in the October, 
1952, issue of the Chronicle of the 
World Health Organization. A graphic 
thumbnail sketch of the special prob- 
lems of the area, it says that Africa is 
the least well known of WHO regions. 
Communities in the heart of Africa are 
isolated from each other, differ in cul- 
ture, religion, ways of living, and lan- 
guage, to the extent of more than 700 
languages. They neither have the same 
economic or health problems nor even 
the same attitude with regard to the 
same problems. Therefore familiarity 
with the people who inhabit the conti- 
nent is a prerequisite to preparing health 
programs. 

Nutrition and environmental sanita- 
tion are the most urgent problems for 
Africa as a whole, followed by some of 
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the diseases such as malaria, tubercu- 
losis, yaws, and yellow fever, among 
others. Since the lack of medical and 
auxiliary personnel is of fundamental 
importance, training of health personnel 
is of first consideration in raising the 
health standards of Africa. On the 
bright side, the report says “In general, 
mental health in ‘darkest’ Africa is less 
of a problem than it is in the more de- 
veloped countries.” 


PROTECTING RHEUMATIC FEVER 
PATIENTS IN HOSPITALS 

The American Heart Association, New 
York City, through its Council on 
Rheumatic Fever and Congenital Heart 
Disease, has published a report on the 
Protection of Rheumatic Fever Patients 
Cared for on the Wards of General and 
Children’s Hospitals. The American 
Public Health Association is an organi- 
zation member of the Council repre- 
sented presently by Drs. David B. 
Rutstein and George M. Wheatley. 

This report, which is available from 
the American Heart Association, 44 East 
23rd Street, New York, N. Y., points out 
that the isolation of persons who have 
recovered from an attack of rheumatic 
fever or who have rheumatic heart dis- 
ease is important for their protection 
rather than for the protection of the 
rest of the public. Means of screening 
them from contracting group A strep- 
tococcal infection are outlined in the re- 
port, in which emphasis is placed on 
appropriate education of the patient and 
the family and hospital workers who are 
in regular or casual contact with rheu- 
matic fever patients. 

The report suggests protecting the 
patient either through daily oral ad- 
ministration of small doses of the sul- 
fonamides or daily oral administration 
of 200,000 units of buffered penicillin 
G divided into two doses and given on 
an empty stomach. Emphasis is also 
placed on the desirability of curing 
streptococcal infections in rheumatic 
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fever subjects early in the course of the 
infection by intensive antibiotic therapy 
started promptly and continued for 10 
to 14 days. 


RUSK COMMITTEE REPORTS 

The Health Resources Advisory Com- 
mittee, which was established in August, 
1950, at the suggestion of the President 
by the chairman of the National Se- 
curity Resources Board to advise that 
body on matters concerning the health 
resources of the nation as they relate to 
national defense, has made a report of 
its first two years of work. The same 
Committee serves the Selective Service 
System as the National Advisory Com- 
mittee and the entire group has now been 
transferred to the Office of Defense 
Mobilization. 

The report points out that “Never be- 
fore in the history of the nation have 
so many professional organizations, 
voluntary agencies, educational institu- 
tions and other groups concerned with 
health been so intimately associated in 
the development of national govern- 
mental policies.” 

Among the major accomplishments 
listed are the development of the Inter- 
Agency Health Resources Council, the 
comprehensive Review of Military 
Health Personnel Needs, the National 
Blood Program, Studies of Hospital 
Services, Federal Civil Defense Activi- 
ties, Post-Disaster Problems, Problems 
of Industrial Health, Surveys of Health 
Resources, and Legislative Activities. 

The Committee concludes that it is 
becoming increasingly apparent that 
some mechanism similar to the Health 
Resources Advisory Committee should 
be continued, not only during the period 
of mobilization but as a permanent 
structure of the federal government. 
The Committee believes it to be vital 
that somewhere in the federal govern- 
ment and at a sufficiently high organi- 
zational level to make its work effective, 
there must be a codrdinating body in the 
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health field if full utilization for both 
civilian and military needs is to be made 
of the health potentials of our nation. 


INSTITUTE OF INDUSTRIAL MEDICINE 

Anthony J. Lanza, M.D., professor 
and chairman of the Department has 
published a brochure descriptive of the 
Institute of Industrial Medicine at New 
York University, a part of the New 
York University-Bellevue Medical Cen- 
ter, which has been in operation for three 
and a half years. The Institute now 
occupies quarters at 325 East 38th 
Street, with prospect for more space in 
June, 1953, when the new Medical 
Science Building will be completed. The 
present quarters house the facilities for 
its faculty of 24 and its professional and 
technical staff of 30 engaged in teaching 
and research directly related to the med- 
ical and health problems of industry. 
According to Dr. Lanza, the Institute 
has two basic functions: (1) the edu- 
cation of physicians, nurses, and engi- 
neers who devote all or part of their 
time to health and industry, and (2) 
research in the broad field of industrial 
health. 


RESEARCH ON RADIOACTIVITY IN WATER 
The Department of Civil and Sanitary 
Engineering, Massachusetts Institute of 
Technology, has recently published three 
reports on research under way for the 
Atomic Energy Commission. The Com- 
mission has been sponsoring research at 
the Sedgwick Laboratories of Sanitary 
Science directed toward obtaining a 
clearer understanding of the removal 
of radioactivity from water by conven- 
tional and special water treatment 
processes. The three reports are: 


The Removal of Radioactive Anions by 
Water Treatment 

Application of the Dropping Mercury Elec- 
trode to B. O. D. Determinations 

The Removal of Radioactive Strontium from 
Water by Phosphate Coagulation 


Presumably copies may be obtained 
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from Professor Rolf Eliassen at the In- 
stitute, who is in charge of this research. 


MEDICAL JOURNALISM HONOR AWARD 

The American Medical Writers’ Asso- 
ciation at its recent annual meeting, 
through a gift in excess of $2,000 from 
Harold Swanberg, M.D., Quincy, IIl., 
established an “Honor Award for Dis- 
tinguished Service in Medical Journal- 
ism.” The award, consisting of a 
plaque, will be given at the Associa- 
tion’s annual meeting, “for accuracy, 
clarity and conciseness of published 
articles, editorials and other material, 
and/or distinguished and meritorious 
service, rendered by a United States or 
Canadian medical periodical.” The 
award, akin to the Pulitzer Prize in 
Journalism, is believed to be the first 
of this type to be established in North 
America. 

Nominations must be made on or be- 
fore February 1 of each year, addressed 
to the Secretary, American Medical 
Writers’ Association (W. C. U. Building, 
Quincy, Ill.). The selection of the 
winner will be made by the Association’s 
Awards Committee after evaluation of 
nominations and recommendations by a 
special review committee. 


EXPANDED EMPLOYEE MEDICAL PROGRAM 

The Pennsylvania Railroad has com- 
pleted a study that revealed the need 
to modernize the medical department 
and the opportunity to improve mental 
health. Hence, it has planned an ex- 
panded medical program, with modern 
equipment, to be directed by a chief 
medical officer with offices in Philadel- 
phia and two additional regional offices 
in Chicago and Pittsburgh. According 


-to the announcement, the new program 


will eventually encompass all phases of 
industrial hygiene including preventive 
medicine, health education, periodic 
health examination, dispensary treat- 
ment and care, and voluntary medical 
counsel. Norbert J. Roberts, M.D., for 
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the past year on the medical staff of the 
Standard Oil Company (New Jersey), 
has been appointed chief medical officer. 


RULES FOR BLAKESLEE HEART AWARDS 

Rules of the competition for the new 
Howard W. Blakeslee Award of the 
American Heart Association of $1,000 
have been announced by the chairman 
of the Awards Committee, H. M. Mar- 
vin, M.D. Material published or pro- 
duced during the 1952 calendar year is 
eligible for consideration. Entries must 
be postmarked not later than January 
15, 1953. The winner will be announced 
at the annual meeting of the American 
Heart Association, to be held in April, 
1953. 

Dr. Marvin said the award, estab- 
lished to encourage the best standards 
of scientific reporting, honors the late 
Howard W., Blakeslee, science editor of 
the Associated Press and a founder of 
the National Association of Science 
Writers. It will be given annually to the 
individual whose creative efforts have 
contributed most toward public under- 
standing of the cardiovascular diseases 
in any medium of communication—in- 
cluding newspapers, magazines, books, 
radio, television, or films. 

Entry blanks and further information 
may be obtained from the Chairman, 
Managing Committee, Howard W. 
Blakeslee Award, American Heart Asso- 
ciation, 44 East 23rd St., New York 10. 


DIVISION OF MICROBIOLOGY 

The Mellon Institute of Industrial Re- 
search, University of Pittsburgh, has 
established a Division of Microbiology 
that functions in the Department of 
Analytical Chemistry. The new Division 
is available to research departments and 
fellowships of the Institute for special- 
ized advice and short-time studies in 
bacteriology and for assistance in in- 
vestigations concerning yeasts and 
molds. It likewise renders service to the 
Institute’s members in the more refined 
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applications of microscopy, particularly 
in the field of phase microscopic exam- 
inations. William W. Leathen, a Fel- 
low of the Mellon Institute since 1946, 
heads the Division. 


KIMBLE METHODOLOGY RESEARCH 
AWARD 
The Kimble Glass Company of Toledo, 
Ohio, has established an annual Method- 
ology Research Award to “give public 


-recognition and financial reward to an 


individual who has contributed out- 
standingly to developing a new or better 
method of procedure in the field of 
public health.” The award consists of 
$500 and a jewelled plaque. The winner 
is selected by an awards committee of 
the Conference of State and Provincial 
Health Laboratory Directors. 

Ad Harris, chief serologist and assist- 
ant director of the Public Health Serv- 
ice’s Venereal Disease Research Labo- 
ratory in Chamblee, Ga., received the 
first award at the annual meeting of the 
Conference of State and Provincial 
Public Health Laboratory Directors 
held in Cleveland, Ohio. Mr. Harris and 
his staff developed the VDRL tests for 
syphilis, which are now used in many 
state public health laboratories and 
clinics. The tests may be used on both 
spinal fluid or blood serum samples. At 
Harris’ request his co-workers in the 
project were also listed as recipients. 


NEW YORK STATE STUDIES ALCOHOLISM 

By act of the 1952 Legislature, the 
New York State Mental Health Com- 
mission is authorized to formulate a 
program for community services and 
research on alcoholism. Its mandate 
includes study of incidence, facilities 
for chre and rehabilitation, treatment, 
evaluation and correlation of research, 
development of community services, 
among others. Codperating with the 
Commission are the State Departments 
of Mental Hygiene and of Health. An 
eight-man advisory committee appointed 
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by the Governor had its first meeting in 


October. Among its members are John 
L. Morris, M.D., medical director of 
Kodak Park Works of Eastman Kodak 
Company in Rochester and chairman of 
the New York State Medical Society’s 
Committee on Alcoholism, and Joseph 
Hirsh, Ph.D., executive secretary of the 
Committee on Problems of Alcohol of 
the Division of Medical Sciences, Na- 
tional Research Council. They are mem- 
ber and Fellow respectively of the 
American Public Health Association. 


DIABETES AWARD ANNOUNCED 
The American Diabetes Association, 
through the generosity of the St. Louis 
Diabetes Association, offers a $250-prize 
to medical students and interns for a 
paper on diabetes—a report of original 
studies, a biographical or historical note, 
a case report with suitable comment, or 
a review of the literature. Manuscripts 
must be submitted on or before April 1, 
1953, to the Editorial Offices of Dia- 
betes, the journal.of the American 
Diabetes Association, 11 West 42nd St., 
New York 36. The papers will be re- 
viewed by the Editorial Board, which 
will take into consideration the value 
of the material and method of presenta- 
tion in selecting the best paper. 


THE SANITARY ENGINEER—-WHO IS HE? 

The Composition of the Sanitary En- 
gineering Profession by Walter A. Lyon 
and Arthur P. Miller, and published by 
the National Scientific Register of the 
Office of Education, answers many ques- 
tions concerning the characteristics of 
the sanitary engineer group, which num- 
bers about 5,000 in the United States. 
The data on which the report is based 
were collected by the Engineering Sec- 
tion Project of the American Public 
Health Association for the National Se- 
curity Resources Board. One of the 
interesting findings is that the Jevel of 
education is rising, as indicated by the 
number of engineers in the 25- to 39- 
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year age group who have masters’ de- 
grees as contrasted with those who are 
40 years and older. As might be ex- 
pected, the distribution of sanitary engi- 
neers throughout the country follows 
rather closely the total per capita in- 
come in individual states. Supt. of 
Documents, Washington, D. C.; 15¢. 


TROPICAL HYGIENE FOR NURSES 
The third annual course in “Parasi- 
tology and Tropical Hygiene for Nurses” 
will be given at the School of Tropical 
and Preventive Medicine of Loma Linda, 
Calif., for four weeks beginning Janu- 
ary 28, 1953. The program includes 
instruction in parasitology, laboratory 
methods, tropical hygiene and sanitation, 
nutrition, and tropical medicine and 
nursing. Though designed primarily 
for graduate nurses who are going to 
the tropics as mission board appointees, 
the course will be valuable to any nurse 

interested in tropical public health. 


STATUS OF PSYCHOLOGY RESEARCH 

The development and status of re- 
search and education in psychology is 
the subject of another in a series of 
studies of specific fields of science being 
supported by the National Science 
Foundation to assist it in developing 
national science policy. The study will 
be carried out by the American Psycho- 
logical Association, under the direction 
of seven nationally known psychologists. 
Dael Wolfle of the Commission on Hu- 
man Resources and Advanced Training, 
Conference Board of Associated Re- 
search Councils, Washington, D. C., is 
chairman. 


§0DA FOUNTAIN STANDARDS 

Soda Fountain and Luncheonette 
Equipment, Standard No. 1, is the first 
published standard to be issued by the 
National Sanitation Foundation. Pre- 
pared by the Joint Committee on Food 
Equipment Standards, the report repre- 
sents the thinking of leading public 
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health experts and industrial representa- 
tives. It outlines desirable features of 
construction for the equipment used in 
soda fountains and luncheonettes. Illus- 
strations are used liberally. National 
Sanitation Foundation, Ann Arbor; 50¢. 


STATISTICS SECTION OFFICERS IN 
EX OFFICIO CAPACITY 

The Public Health Conference on 
Records and Statistics, with head- 
quarters at the National Office of Vital 
Statistics, Washington, D. C., has re- 
cently adopted By-laws which provide 
that the chairman and secretary of the 
Statistics Section, American Public 
Health Association, shall be ex officio 
members of the Conference and of its 
Executive Committee which is known as 
the Council. 

According to the By-laws, the Public 
Health Conference has as its purpose to 
provide opportunity for free discussion, 
for decisions and for coéperative action 
by representatives from the federal, 
state, and other organizations included 
in its membership, on problems relating 
to public health statistical activities, in- 
cluding registration, collection, tabula- 
tion, analysis, and interpretation. 


PERSONALS 

Saw Aspov, professor of preventive 
medicine and hygiene, Kasr-el-Ainy Faculty 
of Medicine, Cairo, Egypt, visited the offices 
of the American Public Health Association 
on October 2, with special interest in the 
teaching of graduate and undergraduate 
physicians. 

W. Anverson, Ph.D.,+ associate profes- 
sor in charge of the social aspects of medi- 
cine, University of Western Ontario, London, 
Canada, has been appointed director of 
research for the Health Information Founda- 
tion, with offices in New York City. 
Anderson has been connected with the Uni- 
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versity of Michigan School of Public Health, 

Bureau of Public Health Economics, and he 
has published several studies in medical care 
fields. 

Marx Berxe,t formerly administrator, Albert 
Einstein Medical Center, Philadelphia, Pa., 
has been appointed director, Mount Zion 

' Hospital, San Francisco, Calif. 

Katutzeen Brack, R.N., has been appointed 
psychiatric nursing consultant and director 
of the psychiatric and mental health nursing 
project, National League for Nursing, New 
York. 

Byron Boone, formerly in private industry, 
is now tabulating machine supervisor, 
Records and Statistics Section, Colorado 
State Health Department, Denver. 

Raten Bowman, M.D., has recently been ap- 
pointed director of the Division of Maternal 
and Child Health, Indiana State Health De- 
partment, Indianapolis, succeeding Rosert 
Jewett, M.D.,* who is now director of the 
Division of Maternal and Child Health, 
Washington State Department of Health, 
Seattle. 

Cot. Wayne G. Branpstapt, M.C., M.P.H.,* 
editor-in-chief of the Armed Forces Medical 
Journal, represented the Armed Forces 
Medical Services at the International Con- 
gress of Medical Press in Venice, Italy, 
October 4-5. He also attended the meetings 
of the World Medical Association, Oct. 12- 
16, and the Medical Editors of the World 
Oct. 17 in Greece. 

Sara E. BrannamM, M.D.,* a principal bac- 
teriologist, National Institutes of Health, 
Bethesda, Md., has been awarded the Dis- 
tinguished Service Certificate by the Univer- 
sity of Chicago Medical Alumni Association. 

Erwin P. Brauner, M.D., M.P.H.,* who has 
served recently with HICOG in Germany, 
has been appointed health officer of Tulare 
County, Calif., with headquarters in Visalia, 
succeeding Desora Prvetes, M.D. 

Catruertne M. Casey, formerly social work 
supervisor in the Rheumatic Fever Program, 
northeastern district health office, Massa- 
chusetts State Department of Health, has 
been appointed acting chief of the Social 
Work Section in the Department, succeeding 
Heten J. Atmy,? retired. 

Rrra C. Cutsnortm, R.N., who recently com- 
pleted requirements for a master’s degree in 
public health nursing supervision at Teachers 
College, is now with the New York State 
Department of Health assigned to the 
Rochester District as assistant supervising 
health nurse. 

Joun T. Connorty,* for the past year health 
education assistant of the Ulster County 

(New York) Tuberculosis and Health Asso- 
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ciation, is now heart work assistant, State 
Committee on Tuberculosis and Public 
Health of the State Charities Aid Associa- 
tion, New York City, succeeding Dorotuy 
Scnoser + who is now health education 
consultant, American Heart Association. 

Lester E. Demuer, formerly a sales engineer 
for Wallace and Tiernan Products, Inc., has 
‘been made manager of a newly established 
Chemical Feeder Department for the same 
company in Newark, N. J. 

Eart Devenporr,* director of New York State 
Health Department’s Bureau of Environ- 
mental Sanitation, has been assigned as chief 
of the Water Supply Section of the state's 
Civil Defense Commission’s Engineering and 
Public Works Division. 

Artuur M. Dewess,? recently retired execu- 
tive secretary of the Pennsylvania Tubercu- 
losis and Health Society, has been made 
director of a newly created Public Health 
Development Section of the Society. 

Marcaret Fasry, R.N., formerly head nurse at 
the Premature Center, Herbert J. Thomas 
Memorial Hospital, has been appointed in- 
structor in the care of the premature, Bureau 
of Public Health Nursing, West Virginia 
State Department of Health, Charleston. 

Frank R. Fertawwo, M:D.,* industrial con- 
sultant and medical director, New York 
executive offices of General Motors Corpora- 
tion, has been appointed district counselor, 
Industrial Medical Association for southern 
New York and New Jersey. Dr. Ferlaino 
is also chairman, Medical Advisory Board, 
New York State Boxing Commission. 

Writuiam L. Freminc, M.D.,* former profes- 
sor of preventive medicine, Boston Univer- 
sity School of Medicine, is now chairman, 
Department of Preventive Medicine, School 
of Medicine, University of North Carolina, 
Chapel Hill. He has been succeeded by 
Henry J. Baxst, M.D.,* formerly in charge 
of the Home Medical Service of the De- 
partment of Preventive Medicine. 

Frep T. Foarp, M.D.,* medical director, Pub- 
lic Health Service, Washington, D. C., who 
has been director of health, Bureau of Indian 
Affairs, Department of the Interior, has re- 
signed and retired from the Public Health 
Service to accept a position as director of 
Communicable Disease Control, North Caro- 
lina State Department of Public Health, 
Raleigh. 

Homer Forks, LL.D.,* former secretary, State 
Charities Aid Association, New York City, 
received the newly created Hermann M. 
Biggs Memorial Award of the New York 
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State Public Health Association for dis- 
tinguished service public health. The 
Award consists of a gold medal and a 
citation. 

Heten M. Hackett, public health nursing 
supervisor in the north metropolitan district, 
Massachusetts State Department of Health, 
was honored at a farewell dinner by the 
Public Health Nursing Section, on her re- 
tirement from the Department October 1 
after 30 years of service. 

Rosert Hansen, M.D.,* Public Health Service 
medical officer and formerly director of the 
Division of Venereal Disease Control, Ken- 
tucky State Department of Health, has been 
transferred to the Dallas regional office of 
the Service as venereal disease consultant 
for Arkansas, Louisiana, New Mexico, Okla- 
homa, and Texas. 

Frances M. Heap, former social work super- 
visor in the northeastern district health 
office, Massachusetts State Department of 
Health, has been appointed assistant super- 
visor of the Medical Social Training Pro- 
gram of the Department. 


-Urro M. MS., chief of the Industrial 


Hygiene Department, Institute of Occupa- 
tional Health, Helsinki, Finland, is in the 
United States on a WHO Fellowship with 
interests in public health and safety. 

Burt Hopepen, Ph.D., entomologist, Division 
of Sanitation, Kansas State Board of Health, 
has resigned to become agricultural sales and 
service representative in the Agriculturai 
Chemicals Division of E. I. du Pont de 
Nemours, Wilmington, Del. He has been 
succeeded by Ricuarp N. Lyness, MS., who 
served as a radio operator in the Air Force 
during the war and holds a reserve commis- 
sion in the medical service corps of the 
Army. 

Vincent M. Hynes, formerly with the Massa- 
chusetts Department of Public Health, has 
been appointed chief engineer of the 
Worcester (Mass.) Department of Public 
Health. 

Joun F. Jansen, DVM, has been appointed 
associate milk sanitarian, New York State 
Health Department (Albany), succeeding 
Frep W. Graves, deceased. 

Emity K. Jonnson, for the past two years 
director of public information, Massa- 
chusetts Heart Association, and Irene B. 
Mutter, formerly director of the New York 
office, American Association of United Na- 
tions, have been appointed eastern and 
western field representatives, respectively. 
Committee on Careers in Nursing, National 
League for Nursing. 

Georce Kestor, construction engineer for the 
Hospital Division, Oklahoma State Depart- 
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ment of Health, has been granted a leave of 
absence to. serve as a representative of 
Oklahoma A. and M. College, in organizing 
an A. and M. college in Ethiopia as part of 
the U. S. Point Four Program. 

T. Kiex, formerly associated with 
the Community Service Society, New York, 
N. Y., has been appointed international di- 
rector of International Social Service. He 
will also head the American branch of the 
Service in New York City. 

Harry D. Kruse, M.D., Sc.D.,* has been ap- 
pointed secretary to the Committee on 
Public Health Relations, New York Acad- 
emy of Medicine, New York City, succeed- 
ing E. H. L. Corwin, Ph.D.,* retired. Since 
1937 Dr. Kruse has served on the staff of the 
Milbank Memorial Fund, New York City. 

F. Lams, M.D., M.P.H.,* formerly 
deputy director, Louisville-Jefferson County 
Health Department, is now deputy state 
health commissioner of Kentucky in charge 
of general health services including hospital 
services, laboratory, vital statistics, health 
education, and inservice training. 

Marvin Leeps,+ formerly health education as- 
sistant, Brooklyn (N.Y.) Tuberculosis and 
Health Association, is now director of case 
finding, Denver (Colo.) Tuberculosis 
Society. 

Epwarp Licutensterxs, who completed his 
field work and study with the Massachusetts 
Department of Public Health in the sum- 
mer of 1952, has been appointed health edu- 
cator, Brookline (Mass.) Health Depart- 
ment. 

E. R. A. Merewetuer, M.D.,* of the Ministry 
of Labor, London, England, was a visitor 
in the offices of the American Public Health 
Association on September 19. 

H. F. Mrysuvutt, M_D., is the health commis- 
sioner of the new Morgan-Perry Counties 
Health Department in Ohio. 

Garta James M.D., former chief 
resident orthopedic surgeon with the King 
County Hospital system in Seattle, Wash., 
has joined the staff of the Orthopedic Unit 
as the second orthopedic surgeon at Mt. 
Edgecumbe Medical Center, Alaska Depart- 
ment of Health. 

H. Moore, M.D.,* orthopedic surgeon 
at the Mt. Edgecumbe Medical Center, 
Orthopedic Unit, was elected president of the 
Alaska Territorial Medical Association at its 
annual convention in Anchorage in August. 

Donatp Myers, M.D., formerly chief, Venereal 
Disease Section, Office of the Surgeon Gen- 
eral of the Army, Washington, D. C., is now 
Jefferson County (Ohio) health commis- 
sioner with headquarters in Steubenville. 
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professor of medicine, Johns Hopkins Uni- 

versity School of Medicine and consultant 

in internal medicine to the Maryland State 

Board of Health, is now professor of ex- 

perimental medicine, Vanderbilt University, 

Nashville, Tenn. 

Rosert J. Parrter, formerly treasurer and 
assistant secretary, has been elected executive 
secretary, American Society for Testing Ma- 

ials, succeeding C. L. Warwick, deceased. 
Raymonp E. Hess, formerly assistant execu- 
tive secretary and editor, has been appointed 
associate executive secretary and editor-in- 
chief. 

W. E. Parx, M.D., who joined the Minnesota 

Department of Health in January, 1950, as 

medical director of the Division of Industrial 


Health, has gone to a similar position with 
the Minneapolis (Minn.) City Department 
of Health. 


Tuomas B. Purizy, M.D., formerly professor 
and chairman, Department of Health Edu- 
cation, University of Florida, is a new re- 
gional medical director, Division of Local 
Health Services, Kentucky State Health 
Department, with a territory that includes 
30 counties in east central Kentucky; L. 
Smitn, M.D.,* former executive secretary, 
Kentucky Tuberculosis Association, is re- 
gional medical director for 30 counties in 
central Kentucky. 

Hitprvs A. Pownpexter, M.D.,* medical direc- 
tor, Public Health Service, who has com- 
pleted nearly six years tour of duty in West 
Africa, as chief, Public Health Staff, TCA 
and medical attaché to the U. S. Embassy, 
is now being assigned to duty in the United 
States. His mailing address is 513-23rd 
Place, N.E., Washington, D. C. 

Joun D. Porrerrietp, M.D.,* has been ap- 
pointed by Governor Frank Lausche to a 
second five-year term as director of the 
Ohio Department of Health. 

Turopore Power, with experience in the 
newspaper, radio, and television fields, has 
become director of public relations, Massa- 
chusetts Tuberculosis and Health League. 

Evizaseta Hearty Ross, psychiatric sociai 
worker, has been named to a new position of 
deputy chief, U. S. Children’s Bureau, FSA, 
Washington, D. C. Mrs. Ross has served 
recently as psychiatric social work con- 
sultant to the Veterans Administration, 
Natibnal Institute of Mental Health, and 
the’ Midcentury White House Conference on 
Children and Youth. 

Lucretia Saunpers,* consultant in the Bureau 
of Health Education, California State De- 

partment of Public Health, is on a six-month 

mission for the High Commissioner's Office 
of Germany, U. S. Department of State, 
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working with local public health depart- 
ments and voluntary agencies in Berlin and 
Wiesbaden to gain German acceptance of 
health education as an integral part of 
public health practice and as a means of 
stimulating community response and citizen 
participation in public health programs. 

B. E. Scnoenser, M.D., has succeeded THomas 
E. Patton, M.D., as health officer of Im- 
perial County (California). 

IsaporeE SEEMAN,* formerly executive secretary 
of the Health Section of United Community 
Services, Washington D. C., is now assistant 
executive director. He has been succeeded 
by Joseruine Arsrecut,* former director, 
social planning unit, United Community 
Services of Omaha, Neb. 

James A. SHannon, M.D., former associate 
director of the National Heart Institute, 
Public Health Service, has been made asso- 
cate director of the National Institutes of 
Health, succeeding Norman H. Topprnc,* 
now vice-president in charge of medical 
affairs, University of Pennsylvania. 

Marian R. StaNrorp, M.D., on the staff of the 
New Jersey State Department of Health 
(Trenton) since February, 1950, has been 
made chief of the Bureau of Heart Diseases, 
Division cf Chronic Illness Control. 

W. Perer Srermacn, M.D.,*+ has been ap- 
pointed health officer, Reading, Pa., succeed- 
ing Ira J. Hatn, M.D. 

James H. Stone, M.P.H.,* formerly on the 
program consultant staff of the American 
Heart Association, has become executive 
director of the Virginia Heart Association, 
with headquarters in Richmond. 

Dr. Victor Sutrer,} of El Salvador, has been 
appointed assistant director-general of the 
Department of Advisory Services of WHO 
in Geneva, succeeding Dr. M. G. Canpau * 
of Brazil, who has become assistant director 
of the Pan American Sanitary Bureau, Re- 
gional Office of WHO for the Americas. 

Francis E. Tierney, MC, USN, ret.,+ has re- 
cently joined the Connecticut State Health 
Department (Hartford), in charge of medi- 
cal civil defense activities. 

Bearrice K. Torreris, formerly with Time, 
Inc., as promotion manager of Architectural 
Forum, The Magazine of Building, is now 
assistant director of public relations, Health 
Information Foundation, with offices in New 
York City. 

Josern F. van Ackeren, M.D., former medical 
officer in charge, Public Health Service Hos- 
pital, Seattle, Wash., has been appointed 
chief medical officer of the Coast Guard with 
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the rank of assistant surgeon general, suc- 
ceeding Paut M. Stewart, M.D., retired. 

Wiutiam D. Wels, M.D.,+ Crown Point, Ind., 
has resigned as Lake County commissioner 
of health, after 18 years service and has 
retired, following injury in an automobile 
accident in August. 

James H. Waurrte, M.D.,+ fermerly director of 
the Carter-Marshall Counties Health De- 
partment, Okla., has been appointed director 
of the Weld County Health Department, 
Greeley, Colo. 

Atrrep YAnKAveER, M.D., M.P.H.,* has been 
appointed director of the Bureau of Ma- 
ternal and Child Health, New York State 
Department of Health, Albany, succeeding 
Epwarp Scuiestncer, M.D.,* who has been 
named associate director, Division of Medi- 
cal Services, in the same department. 


DEATHS 


Epwarp R. Hays, M.D., associated with 
Church and Dwight Company, Inc., New 
York, N. Y., for over 26 years as director 
of health education on September 8. 

Paut A. Neat, M.D.,* chief, Laboratory of 
Physical Biology, National Institute of 
Arthritis and Metabolic Diseases, Public 
Health Service, Bethesda, Md., on October 
13 at the age of 51 (Industrial Hygiene 
Section). 

R. M.D., M-P.H.* of 
Tampa, Fla., in January, 1951 (Epidemiol- 
ogy Section). 


CONFERENCES AND DATES 


Coming in December, 1952; January and 
February, 1953: 

American Economic Association. Conrad 
Hilton Hotel, Chicago, Ill. Dec. 27-29. 
American Association for Advancement of 

Science. Boston, Mass. Dec. 26-31. 
American Association of Schoo!s of Social 
Work. St. Louis, Mo. Jan. 21-24, 1953. 
American Medical Association. Clinical Ses- 
sion. Denver, Colo. Dec. 2-5. 
American Municipal Association. Hotel 
Statler, Los Angeles, Calif. Dec. 1-3. 
American Society of Heating and Ventilating 
Engineers. Chicago, Ill. Jan. 26-29, 1953. 
American Statistical Association. Palmer 
House, Chicago, Ill. Dec. 27-29. 
American Water Works Association: 
Cuban Section. Havana. Dec. 4-6. 
Indiana Section. Indianapolis. Feb. 11- 
13, 1953. 
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New York Section—Luncheon Meeting. 
New York City. Jan. 20, 1953. 
International Conference of Social Workers. 
Madras, India. Dec. 14-19. 
International Study Conference on Child 
Welfare. Bombay, India. Dec. 5-12. 
Medical Education and Licensure—49th An- 
nual Congress. Palmer House, Chicago, 
Il. Feb. 9-10, 1953. 


Directory of Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Design, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


THE DICKMAN LABORATORIES 
Albert Dickman, Ph.D., Director 
BLOOD TYPING 
SEROLOGY 
ROUTINE CLINICAL ANALYSES 


1415 W. Erie Avenue Philadelphia 40, Pa. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 


Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personne! Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 


Merit Systems 
Examinations Field Consultation 
790 Broadway, New York | 


The safest safeguard 
against rat-borne diseases. 
Harmless tc Humans. Animals & Poultry. 


FREE ADVICE ror conrrot 
Sere your probiem | solve 


BIOCERTA CORPORATION | 


303 FieTH _AVE YORK .16 


RELIABLE ADVERTISEMENTS 


“ «ally scaling alopecia 


should be considered 


TINEA CAPITIS 
until proved otherwise” 


This st statement appeared in The 
Manual a inical Mycelesy (1), red 
under t pe The National Re- 
search Council. 


In Medicine of the Year, Livingood states 
“In the treatment of Tinea Capitis due to 
M. Audouini the common resistant ee 
fungous infection . . . SALUNDEK, . 

one of the best preparations now swailabie™ 
14 weeks have 


DINTMENT SALUNDEK 


Brand of ZINCUNDESAL 


combines two highly effective antimycoties, 
Undecylenic Acid and Salicylanilide (the 
former being growth inhibiting even at 
0.003% and the latter at 0.0004%). This 
combination has shown a therapeutic ef- 
fectiveness superior to what could be 
expected from the activity of these ingredi- 
ents when used alone. Through the use of a 
specially devised ointment base, penetra- 
tion into the hair follicle is enhanced, 
The important advantage of SALUNDEK 
is that it is well tolerated—in spite of its 
large amounts of active ingredients. 
Composition: Undecylenic Acid (in part 
as the zinc salt) 22% 
Salicylanilide 5% 
In a carbowax base containing 
an effective penetrant. 


i at all pharmacies 
Tubes ofloz. Jars of 1 Ib. 


Samples and literature sent on request 


Wel 
Pharmaceutical Division 
WALLACE & TIERNAN 


PRODUCTS, INC. 
Belleville 9, W. J, U.S.A 


When writing to Advertisers, say you saw it in the Journat 
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ness to its Sustaining Menten oheee annual dues help support the 
Association's general program 


Members of the 
American Public Health Association, Inc. 


Alpha oy Alpha Sorority, Chicago, Ill. 
American Aerovap, Inc., New York, N. Y. 
American Bottlers of Carbonated Beverages, Washington, D. C. 
American Can Company, New York, N. Y. 
Ames Company, Inc., Elkhart, Ind. 
Association for the Aid of Crippled Children, New York, N. Y. 
George Baehr, M.D., New York. N. Y. 
Borden Company, New York, N. Y. 
Brooklyn Medical Group, Brooklyn, N. Y. 
Chlorine Institute, Inc., New York, N. Y. 
Congress of Industrial Organizations, Washington, D. C. 
Difco Laboratories, Inc., Detroit, Mich. 
Diversey Corporation, Chicago, Ill. 
Equitable Life Assurance Society of the United States, New York, N. Y. 
John Hancock Mutual Life Insurance Company, Boston, Mass. 
Hellige, Inc., Garden City, N. Y. 
Hoffmann-La Roche, Inc., Nutley, N. J. 
Holland-Rantos Company, Inc., New York, N. Y. 
International Association of Ice Cream Manufacturers, Washington, D. C. 
International Association of Machinists, Washington, D. C. 
International Equipment Company, Boston, Mass. 
Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 
Liberty Mutual Insurance Companies, Boston, Mass. 
Life Insurance Co. of Virginia, Richmond, Va. 
ae Corporation, New York, N. Y. i 
- Merck, Rahway, N. J. 

M & R Dietetic Laboratories, Inc., Columbus, Ohio 
Metropolitan Life Insurance Company, New York, N. Y. 
Modern Sanitation—Powell Magazines, Inc., New York, N. Y. 
National Dairy Products Corporation, New York, N. Y. 
National Farmers Union, Denver, Colo. 
New York Hotel Trades Council and Hotel Association Health Center, 

Inc., New York, N. Y. 
Orkin Institute of industrial Sanitation, Atlanta, Ga. 
Oval Wood Dish oy Tupper Lake, N. Y. 
Owens-Illinois Glass Company, Toledo, Ohio 
Prudential Insurance Company of America, Newark, N. J. 
Sealright Company, Inc., Fulton, N. Y. 
Sharp and Dohme, Inc., Glenolden, Pa. 
E. R. Squibb and Sons, New York, N. Y. 
Steiner Sales Company, Chicago, Ill. 
Sun Life Insurance Company, Baltimore, Md. 
Textile Workers Union of America, New York, N. Y. 
UAW.CIO [United sed Agricultural Implement 

ni Automobile, Aircraft and Agricultural | 

Workers of America), Detroit, Mich. 
Union Central Life Insurance Company, Cincinnati, Ohio 
Union Health Center, New York, N. Y. 
United Steelworkers of America, Pittsburgh, Pa. 
Upjohn Company, Kalamazoo, Mich. 
Winthro Stearns, Inc., New York, N. Y. 
Wyeth, fre. Philadelphia, Pa. 
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RELIABLE ADVERTISEMENTS 


G 2077—tLight Heat Box 


Made of spun aluminum. Moves in 
any axis by light touch. Two 6 watt 
bulbs give sufficient heat to perform 
slide test. 


Complete with one slide $15.00 


G 2088—Light Heat Box 


Used for large volume typings. 
Holds 2 slides 6” x 3”. 


With 2 slides #2747_______ $27.00 


Certified Blood 


146-16 Hillside Avenue 
Jamaice 35, New York 


APPLICATION FOR MEMBERSHIP 


(street) (city or town) (state) 


EDUCATION (give schools, dates and degrees; if no degrees received, say “none™) 


PROFESSIONAL SOCIETIES 


(name of organization) (part or full time) 


Remarks to describe character of work if not indicated! by title.................0.0.0c00000e 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
1790 Broadway at 58th Street New York 19, N. Y. 


Please complete application on reverse side 


When writing to Advertisers, say you saw it in the Journar 
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AMERICAN JOURNAL OF PUBLIC HEALTH 


A.P.H.A. AFFILIATED SOCIETIES AND BRANCHES 


SociETY AND SECRETARY 


Arizona Pustic Heattu Association, Betty Crane, State Health Dept., Phoenix 
Cororapo Pusiic Heattu Association, B. C. Booth, 1718-11th Ave., Greeley 
Connecticut Pustic Heattu Association, Roslyn Rosen, 43 Farmington Ave., Hartford 
Cuspan Pustic Hearts Society, Dr. Raphael Fonseca, San Rafael 1170, Havana 
Frorwa Pustic Heattn Association, Fred 0. Box 210, Jacksonville 
Grorcia Pustic Heattu Association, Mrs. Ma S. Center, Rm. 332, Office Bidg., Atlanta 
Ipano Pustic Association, Frances M. Goodwin, P. Box 7 Boise 
Ittrnois Pustic HeattH Association, D. Kini m, 730 Sixth St., 
lowa Pustic Heattu Association, L. E.-Chancellor, State ment of Health, Des 
Kansas Pusiic HEALTH AssociaTION, Evelyn Ford, State Board of Health, State Capitol, Tonks 
Massachusetts Pustic HeattH Mrs. Elizabeth K. Caso, 695 Huntington Boston 
Micuican Pusiic HeattH Association, Rue Miller, State ment of Health, Lansin; 
puic Heattn Conrerence, D. S. Fleming, M.D., State Dept. of Health, University Campus, 
inneapolis 
Missouri Pustic Heattu Association, P. F. Rector, State Division of Health, Jefferson City 
New Mexico Pustic Heattu Association, Mary M. Gilliland, Box 711, Santa Fe 
New Strate Pustic Heart ASSOCIATION, Mary Karpiak, City ‘Health Dept., Roches 
Nortn Pustic Hearts Association, Mrs. Louise ¥Y. Workman, City Health Dept. Charlotte 
Nortu Dakota Pustic HeattH Association, Hal Neugebauer, 349 Fifteenth Ave., So., Fargo 
NortHern Cacivornia Pusiic Heattu Association, Doris L. Robinson, 101 Grove St., Francisco 
Onto Pusiic Heattn Association, John W. Morrison, 306-F Ohio Depts. Bidg., Colum! 
OKLAHOMA Pustic HEALTH AssocIATION, Marjorie Butler, State Dept. of Health, Ohlshowa City 
PENNSYLVANIA Pusiic HEALTH ASSOCIATION, Arthur M. Dewees, 303 No. 2nd St., Harrisburg 
Heattn Association or New York City, — 
Pusrto Rico Pustic Heattu Association, Virginia T. Belaval, Dept. of Education, San Jua 
Sovrm Carotina Pustic Heatta AssociaTION, Carrie B. Du Priest, State Board of Health, Columbia 
Soutrn Dakota Pustic Heattu Association, T. A. Evans, Dept. of Health, Pierre 
— Catirornia Pusitic ASSOCIATION, Gerald A . Heidbreder, M.D., 808 N. Spring St., Los 


Tennessee Pustic Heart Assoctation, Monroe F. Brown, M.D., State Department of Health, 420 
Sixth Ave., N. Nashville 

Texas Pustrc Heattn Association, Earle W. Sudderth, Dallas Co., Health t., Dallas 

Uran Pustic Heatte Associztion, William R. Manning, State Capitol Bidg., t Lake City 

WasHincton State Pustic Heart Association, Eli Massier, 2324 Pacific Ave., Taco’ 

West Viroinia Pustic Heattn Association, Annette King, State of Heal ealth, Charleston 

aw - — . A.P.H.A., Andrew Hedmeg, M.D., State Dept. of Health, Civil Courts Bidg., New 

ans 
Western Brancu, A.P.H.A., Mrs. L. Amy Darter, State Dept. of Health, 2180 Milv'a St., Berkeley, Calif. 


(Continued from previous page) 
SECTION IN WHICH MEMBERSHIP IS DESIRED (choose only one) 
(0 Health Officers [ Engineering (1 Maternal and Child Health [ Epidemiology 
(0 Laboratory (0 Industrial Hygiene [ Public Health Education 00 School Health 
C) Statistics (0 Food and Nutrition [ Public Health Nursing 0 Dental Health 
Medical Care 
SPONSORS 


Signature 


Note: Sponsors must be two members and/or Fellows of the American Public Health 
Association. It is essential that your application be sponsored, but if you cannot 
obtain the signatures of two persons affiliated with the Association, write their 
names and addresses in the spaces above and we will get in touch with them for you. 


A remittance for $ is enclosed. Dues will be paid by .................... 


.... and a bill should be sent to that address. 
Annual membership dues are $10.00 ($10.50 Canada; $11.00 foreign countries ex- 
clusive of Latin America) and include a subscription to the American Journal of 
Public Health as well as the other services maintained by the Association. The 
membership year is the same as the calendar year. Members joining during the 
first six months of the year will receive the Journal from January onward. 
Members joining after July Ist are requested to pay $15.00 (Canada $15.75, foreign 
$16.50) covering the latter half of the current year and the whole of the ensuing 
year, the Journal beginning with July of the current year. 


SIGNATURE........ 
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RELIABLE ADVERTISEMENTS 


Reprints from the American Journal of Public Health 


Bibliogra: of Public Health Motion Pictures oad 


Film (April. 1950.] 4 pp. 


ressional Hearings on Water-Borne Porites 


(May, 1952.] 5 pp. 


Improvement of Local Regulation Under 


w. (Nov., 1942.] 


PP 
Shattuck—Still a Prophet. (February, 
™ coed Health Department—Services and Res 


bilities. An official statement of tne American 
Health Association. [1950.] 8 pp. 
unities of the Industrial Hygiene Section. 
Winslow. [November, 1950.] 8 pp. 


oc 


10c 


cE 
Free. 


Present Status of the Control r Air-borne Infections. 
Beaton wary, 1947. Al B.. of the ittee for the 
luation of M and Control of Air-Borne In- 


10 pp. 


1790 Broadway at 58th Street 


American Journal of Public Health and the Na- 
tion’s Health. Single 


An A raisal Method for Measuring the Quality 
ousing: A Yardstick for Health Officers, 
Housing ials and Planners: 
I. Nature and Uses of the Method. 
(1948, 
Part Il. Appraisal of Dwelling Conditions. 
Director's Field Procedures; 


ment. .(1950.) 132. pp... 
Basic Princis 
reprinted 1950. Report of the Ad on 
the Hygiene of Housing. 34 pp........... 
Control of Communicable Diseases in Man, 7th 
Diagnostic Procedures and Reagents. Technics 
- the Laboratory Diagnosis and Control of 
Cc 3rd ed., 1950. 
Diagnostic Procedures ee Virus and Rickettsial 
Diseases. 1948. 347 
Evaluation Schedule. ers use in the study and 
appraisal of community health p 
ral Medical ee Programs in 
stments. Milton Terris and Nathan’ = 
mer, 1951. 129 


Glossary Water and Engineer- 
1949. 274 pp. Pager os 
Heat Practice Indices 194 1948. collection 
of charts showing the range accomplish- 
ments in — fields of community 
FS 
Methods for Ditermiai Lead in Air and in 
Biological Materials. 1944. 41 pp.......... 
Cumqatenss Lead Exposure and Lead Poisoning. 
Panum on Measles. By P. L. Panum (Transla- 
tion from the Danish). Delta Omega ed., 1940. 


Proceedings of the National Conference on Local 
Health Umts. Ann Arbor. Supplement to 
A.J.P.H., fan. 1947. 160 pp. Covered..... 


Order from the Book Service — Advance Payment is Requested 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
New York 19, N. Y. 


Publications of the A.P.H.A. 


-50 


$2.50 


$1.00 


Order from the Book Service — Advance Payment is Requested 


Principles for Consideration in Judging the Probable 
Effectiveness of Federal Legislation Designed to 
Improve the Health of Children of School 
(April, 1948.) 4 i 
Qualig of Medical Core in a National Health P: 

by the Sabcommittee on Medical Care. 
lark, Chairman. 1949.) 28 pp. 
100 copies $7.50 

Recent Observations of the British National —_ 
Service. [May, 1949.] 6 p PF 

Sources of Supplementary Materials for Health is. 
struction. [November, 1949.] 12 pp. 

Standards for Health 
hools. [May Year Book 1952.) 

Ventilation and Atmospheric Pollution. 
burst, Chairman. [July, 1943.] 7 

Escherichia coli in Acid Mine Waters. 
PP. 


Proceedings of the Princeton Conference on 
eaith 1947 


Local Units, 50 
P H Ord Cc on the 

Proposed = Part Ill a Study of 


Public Health ‘Pamphlets 
Public Health—A Coseps with ‘A Future. Re- 
x 194 am 1S 
ustrial Hygiene 194! 1-5 free; 
The Engineer and Sanitarian 1949 copies ~ 
Statistician 1950 { 6-99 copies ea. 10¢ 
Sanitation Evaluation Schedule. 42 pp.......... 
— Practites in Local Health 1951. 


“Shattuck Report’ The. Report the Sanitary 
of 1850. 321 pp... $4.50 
Methods for the Examination Dairy 
‘Products. 9th 1948. 373 
Microbiological Examination of Milk & Cream: 
Chapter 2 Only. 60 pp 
Laboratory Outline. Chapter 2. 
Photographic Sediment Chart. 1948 
Standards for Healthful Housing; A.P.H.A. 
Committee on the Hygiene of — 
L the Neighborhood. anes, 


$2.50 
Pog IIL. Consivaction and Equipment of the 
The set, handsomely boxed...............+. $73 
Standard Methods for the Examination of Water 
and Sewage. 9th ed. 1946. 286 pp. 
Swimming Pools and Other Pubite Bathing 
P mended Practice for 
Equiprgent and Operation of, 1949. 56 pp... 55 
35_ Year Index of the American Journal of 
Public Health. Years 1911 to 1945. 340 pp. 


Buckram Ed. $7.00. Paper Ed............. $3.75 
What's the Score? Committee on Administrative 
Practice. A.P.H.A. 1950. $2 pp.........«.. 50 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 
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New Model With Pre- 
Set Diaphragm Control 


35mm EXAKTA “VX” 


Single Lens Reflex Camera For 

Parallax-Free Medical Photography 

The Exakta, with instantly interchangeable lenses, is widely 
used in the study of public health for every type of medical 
and research photography Its umque through-the-lens view- 
ing system assures absolutely correct- “‘on-the-subject” photo- 
graphs, in extreme close-ups or through the microscope. In 
addition, this world famous medical camera is regularly used 
for preliminary, developmental, and end result pictures of 
patients; for copying X-Rays; and for making color trans 
parencies—a necessity for recording and lecturing 


With {2.8 Coated Lens with 


Pre-Set Diaph $269.50 
Penta-Prism 7 — Reflex Viewfinder 50.00 
Extension Tube Set 74.00 


Write Dept. 2000 for free descriptive booklet “T° on camera and 
accessories and brochure on close-up technique aith the Exakta. 
EXAKTA CAMERA CO., 46 West 29th St., New York |, N.Y 


Exclusive Sales and Service Organization in the 
U.S.A. for Ihagee Camera Works, Germany 


Only Diversey has it! 
Exclusive NEW Patented 
Chemical Compound 


DIVERSEY 


SPEC-TAK 


REVOLUTIONARY NEW BOTTLE’ WASHING 
COMPOUND GIVES SCALE AND FILM CONTROL! 


oo SPEC-TAK exceeds by a wide 
of any other bottle 


A new chemical combination, developed by 
Diversey and used for the first time in formu- 
lating a bottle washing compound, completely 
ties up and holds in solution scale and film- 
forming hard water salts. That’s the secret of 
unique action. 
— Write today for FREE copy of 
2 trated, Technical Brochure and 
‘ont tticrmotion on now DIVERSEY SPEC. AKI 


ont DIVERSEY CORPORATION 
1820 ROSCOE STREET + CHICAGO 13, ILL. 
Canads: The Siversey Corporation (Canade) Ltd., Port Credit, 
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RELIABLE ADVERTISEMENTS 


We recommend 


Your Community’s 
Health 
Smiley & Gould 


Based on the present edition 
of COMMUNITY HYGIENE, this 
book discusses what is needed in 
the way of money, manpower, 
planning and equipment to main- 
tain a healthy and sanitary com- 
munity. 


The book points out methods 
of controlling health hazards in 
the environment, describes meth- 
ods of attacking specific dis- 
eases, discusses ways of meeting 
the needs of special population 
groups, and explains how vari- 
ous agencies work together to 
improve community health. 


The authors place » em- 
phasis on relating public health 


=— directly to the indi- 
u 


$5.75 published in Nov. 444 pp. 


The Macmillan Company 
60 Fifth Avenue, New York 11 


last drop 
protection 


either way! 


@ Seal-Hood and Seal-Kap closures 
provide far more than old-fashioned 
dairy-to-doorstep protection. Each 
keeps milk free from contamination 


and odors after delivery—in 
fact, down to last drop in the 
bottle. 


With Seal-Hood, the capper never 
touches the top of the le. No 
wires, forks or tools needed to open. 
And Seal-Hoods snap snugly back 
on as often as required. 

Seal- Kap, the original “twist-off 

-snap-on” closure, combines seal 
and cap in one simple unit. Even 
when the bottle is tilted, Seal-Kap 
prevents leakage. 

Thousands of prominent dairies 
are using Seal-Hood and Seal-Kap 
closures to completely safeguard 
their milk and milk products, 
dairymen, too, welcome the one-op- 
eration economy each closure 


AMERICAN SEAL-KAP 


11-05 44th DRIVE, LONG ISLAND CITY 1, 
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action 
substantially 
without 
reaction 


For those patients in whom penicillin 
G causes sensitivity reaction, Cer-O- - 
Cillin provides the same antibiotic 
action but is substantially free from . 
side effects in most cases. ; 


Upjohn researchers developed Cer-O- 
Cillin (penicillin O) by replacing the 
benzyl group of penicillin G with an 
allylmercaptomethy! group, thus mak- 
_ ing penicillin therapy available to 


nearly all patients. 


POTASSIUM 
POTASSIUM PENICILLIN © (ALL YLMERCAPTOMETHYL PENICILLIN) 


@ product of 
Upjehn 
Research for medicine .. . produced with care... designed for health 
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THE UPJOHN COMPANY. KALAMAZOO. MICHIGAN 
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DIFCO} 


for the propagation and study 
of tissue cells and viruses... 


DIFCO . 
TISSUE CULTURE 
REAGENTS 


Tissue Culture Reagents of standard- 

ized preparation and certified by the 

Central Laboratory of the Tissuc 

Culture Association ate available 
from Difco Laboratories. 

These reagents are prepared in a man- 
a2 ner to preserve unaltered the proper- 

ties of the original material and 

include those cdighaanaly employed for the slide, roller tube and 
flask ‘cititure sechniques for propagation and s.udy of tissue cells 
and viruses in vitro. 
Listed’ ‘below are the reagents. presently available. Additional 
reagents will be prepared as required for culturing tissue cells, 
maintaining tissue banks and propagating viruses. 


TC CHICKEN PLASMA TC HORSE SERUM 


TC CHICK EMBRYO. EXTRACT EEioo TC ASCITIC FLUID 
TC CHICK EMBRYO TC BALANCED SALT SOLUTION 
TC BEEF EMBRYO EXTRACT EE;oo TC RECONSTITUTING FLUID 
TC BEEF EMBRYO TC TRIPLE DISTILLED WATER 
TC CORD SERUM, HUMAN TC PHENOL RED SOLUTION 1% 

TC BEEF SERUM ULTRAFILTRATE * 

TC HORSE SERUM ULTRAFILTRATE 

Descriptive literature sent upon request. 
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